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FOR MILD FORMS OF PAIN 








“ Aspirin and phenacetin are effective and useful, and a sedative effect is obtainable if a barbiturate 
is combined with them . = Sie eamnnation of GANG So @ SSeS tee Saas oe 
present waning, for the analgesic effect of the compound tablet of codeine B.P. is probably dus 
more to its content of aspirin and phenacetin than to the 4 gr. (8 mg.) of codeine present. It is a 
weak analgesic even when given in full doses.” (Brit.Med.J. 1952 (Oct. 25th) ii, p.928) 


Tercin combines aspirin and phen- 
acetin with a barbiturate. It is 
intended for the relief of all those 
mild forms of pain for which Tablets 


have hitherto been prescribed. 
The basic N.H.S. price is 4/10 
per bottle of 200. 


Each tablet of Tercin contains aspirin 5 grains, 


of Aspirin, Phenacetin and Codeine phenacetin 3 grains and butobarbitone 4 grain. 


DOSAGE: One or two tablets as required. A total dose of 
eight tablets daily should generally not be exceeded. 


Literature and samples are available on request to the Medical Department 
THE BRITISH DRUG HOUSES LTD. LONDON N.I 








SILICONE VASOGEN 


THE MODERN AND MOST EFFECTIVE BARRIER EMULSION 
FOR PROTECTING THE SKIN FROM IRRITANT SUBSTANCES 
CONTAINED IN LIQUIDS, MOISTURE, DISCHARGES, ETC. 


from the humble but troublesome napkin rash 
right through to colostomies, ileostomies, etc. 
FORMULA : 20 % Polydimethylsiloxane, 74% Zine Oxide B.P., 1$% Calamine B.P. 


Clinical Samples and Reports by return on application to 


LACTAGOL LIMITED, 423, LONDON ROAD, MITCHAM, SURREY. 











NATIVELLE’S DIGITALINE 


Successful Clinical Practice spreading over many years is proof of the trustworthiness of THE ORIGINAL 
PRODUCT. Standard works on cardiology and current medical literature contain numerous references to 
the unfailing reliability and constant activity of NATIVELLE’S DIGITALINE. Literature and samples 
will gladly be forwarded on request. 

Supplied in the following forms: TABLETS (Pink) 0-1 mg. (1/600 gr.). TABLETS (White) 0-25 mg. (1/240 gr.). 
AMPOULES for intramuscular and intravenous injection 0-2 mg. (1/300 gr.). 


OUABAINE ARNAUD 


May be relied on for constant therapeutic effect whenever Strophanthus preparations are indicated. 
International Standard of Ouabaine kept in National Institute for Medical Research, London. 
Supplied in the following forma: TABLETS 2-5 mg. (1/24 gr.). AMPOULES 0-5 mg. (1/120 gr.) for intramusoular injection. 
AMPOULES 0-25 mg. (1/240 gr.) for intravenous injection. 
Semples and literature on request. 


LABORATORY NATIVELLE LTD. 
14-11, WHITE LION STREET, LONDON, N.1, and at 19, TEMPLE BAR, DUBLIN 





ii 











—— 


SEPT. 17, 1955 





PAGES 571 To 624 


THE LANCET 


A JOURNAL OF BRITISH AND FOREIGN MEDICINE, SURGERY, OBSTETRICS, 
PHYSIOLOGY, PATHOLOGY, PHARMACOLOGY, PUBLIC HEALTH, AND NEWS 





No. 6890 


LONDON: SATURDAY, SEPTEMBER 17, 1955 


CCLXIX 





CONTENTS 


THE WHOLE OF THE LITERARY MATTER IN THE LANCET 


ORIGINAL ARTICLES 


Modern Hospital Treatment and 
the Pensioner 


Lorp AMULREE, F.R.C.P..... 571 
Accidental Adrenaline Over- 
dosage and its Treatment with 
Piperoxan 
B. J. FREEDMAN, M.R.C.P... 575 


Antibiotic-resistant 
coccal Infection 
Mary BaRBER, M.D. 
JoHN BURSTON, M.B........ 578 
Plasma-insulin Activity in 
Diabetes Mellitus 
J. VALLANCE-OWEN, M.R.C.P. 
BarsparRa HuRLOCK, M.SC. 
WN. W. Pumasm, B.SC......... 583 
Pulmonary Tuberculosis Due to 
Bacilli Resistant to Strepto- 
mycin and Isoniazid 
J.McC. Murpocs, F.R.F.P.S. 
I. W. B. GRantT, F.R.C.P.E.... 587 
Pressure Respirators 
R. A, BEAVER, F.F.A. B.C.8S. 588 
Modified Electroconvulsion 
Therapy Without Anesthesia 
JosEPH KELLEHER, M.B. 
R. W. WHITELEY, M.B....... 589 
Trichinosis in Greenland 
J. P. MaSTERTON, M.B. 


Staphylo- 


Fe Ff SPeeEeee 591 
The Bladder Neck 
STEPHEN PowER, F.R.C.S.... 591 


Artificial Hypothermia in Polio- 
myelitis with Hyperpyrexia 
Gunnak MIORNER, M.D. 
Knut HakGER, M.D. 
pS eS ae 593 


PRELIMINARY COMMUNICATION 
A.P.C. Viruses and Respiratory 
Disease in Northern England 
ELISABETH ZAIMAN, B.M. 
D. BaLpvuccl, M.D. 





LEADING ARTICLES 


PROFESSIONAL RESPONSIBILITY.. 599 
BeniGn INTRACRANIAL HyPER- 
a Sara 600 
RELAPSE OR REINFECTION IN 
CHRONIC BRONCHITIS ?....... 601 
ANNOTATIONS 
Preclinical Courses in Scotland.. 602 
Synnematin B in Typhoid Fever 602 
Chrome Dermatitis............ 603 
oo re Teer 603 
Radiography of the Ear........ 603 
Lobeline and Nicotine.......... 604 
Training the Mental Nurse...... 604 
Po ee rere 605 
International Congresses in 
pe ee rere te 605 ° 
Index to THe LANCET.......... 605 


NEW INVENTIONS 
An Aid to Suture of the Left Main 
Bronchus 
CHRISTOPHER CUMMINS, 


F.B.O.S.E. .... dabiat ae 
A Sensitive Pulse- indicator 
D. C. SIMPSON, PH.D......... 596 


A Versatile Thomas Splint for 
Sliding Traction 
R. H. MaupsLey, F.R.c.8.... 597 
SPECIAL ARTICLES 
Training the Psychiatric Nurse 
on the Ward 
Brian ACKNER, M.R.C.P. 
M. CHARLES, 8.R.N. 


D. CourTs, S.52M..6 2. cece ee 606 
** Down and Out in London ”’ 
J. S. WHITELEY, M.B....... 608 


Pilot Surveys of Industrial Health 610 


BEFORE OUR TIME 
Medicine at Montevideo 1807 
Lieut.-Col. M. E.8. Laws,.. 610 


IS COPYRIGHT 


Tonsillectomy Without Tears (Dr. 
Douglas Belfrage)............ 615 
Polished Floors (Mrs. Haslewood) 615 


Separation Experiences arid 

Mental Health (Dr. H. Edelston) 615 
Deaths Due to Smog (Dr. 

Ffrangeon Roberts).......... 616 
Adult Imbeciles (Mr. D. Walton, 

oe ae er er 616 
Psychiatric Evidence in Court 

(Dr. Gordan Ambrose)....... 617 
Tlio-inguinal Block Dissection (Mr. 

V. J. Downie, F.R.C.S.E.). . 617 


The Death Penalty (Dr. w. 'B. 
Gough; Dr. J. V. Walker; 
Dei. Fs Bs BOGOR). s<0cc0 edecs 617 
Rupture of the Stomach Com- 
plicating Gastric Hemorrhage 


(Dr. T. W. Milliken, Dr. R. D 
| ey SP ye 618 
Rehabilitation of Psychiatric 
’ Inpatients as Employees m a 
Unit of the Same Hospital 
Group (Dr. I. Atkin)......... 618 
Oral Iron Compounds (Dr. P. B. B. 
Gatenby, Dr. E. W. Lillie; 
Dr. R. O. Gillhespy)......... 618 
Training the District Nurse (Miss 
Mary Walker, B.Sc.)......... 619 
A Barbiturate Antagonist (Prof. 
C. Holten; Dr. M. 8. Perin-* 
| ee ee eee 619 
Tracheotomy in Acute Respira- 
tory Embarrassment (Dr. 
Thomas Simpson; Mr. J. B. 
Prendiville, ¥F.B.C.S.1.)........ 620 
pT Pere re Pree ee 621 
PUBLIC HEALTH 
Ebb and Flow of Infection...... 611 
General Morbidity, Cancer, and 
Mental Health......-...,.... 612 
Poliomyelitis. .............+4+: 612 


Food-poisoning in Lancashire... 612 


D. A. J. TYRRELL, M.R.c.P... 595 LETTERS TO THE EDITOR 
Professional Responsibility (Dr. . 
REVIEWS BP. Fhe Geerweed). soc cicccces 614 
stiateaiaiiindid 593 The Action of Insulin (Prof. J. T. OBITUARY 
et ee oo oa ea ak 4 po. me SS ey er eeee ieee 614 Ralph Montgomery Fullarton 
Commonwealth Prospects (Prof. ot EPR UST OPEL ICY Tee 621 
IN ENGLAND NOW Ronald Hare, M.D.).......... 614 Muriel Barton Hall............ 622 
A Running Commentary by Royal College of Midwives (Mr. Howard Gray........-+ss++++: 623 
Peripatetic Correspondents... 613 C. 8. B. Wentworth-Stanley).. 615 Dr. E. W. Ainley-Walker....... 623 








The Climacteric 


*MEPILIN’ 


TRADE MARK 


. A mixture of the male and female hormones 


ni sinks deataan@enseanacdinn® 
BRIT. MED. JOURN., 1953 (JULY 25), 2, 24 








Each aT Crmal) of Mept one tea- 
spoonful (4 epilin Elixir 
contains ethinyleestradiol 0.01 mg. 
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Economy Prescribing 


On average 100,000 prescriptions for rubefacient balms are 
But 
the cost to the Health Service is disturbing, particularly in 


written monthly —testimony enough to their efficacy. 
the light of the urgent need for economy. 


Cremalgin greatly reduces the cost of treatment in 
Rheumatism, Fibrositis, Sciatica, Lumbago, Muscular 
pains, and associated conditions. 


Every prescription for Cremalgin represents a 50° saving on 
the N.H.S. because Cremalgin is identical in formula and 
quality with currently available Methyl Nicotinate creams, 





patients 


Cremalgin 


(Rubefacient 


Wood Lane, London, W.12. 


and is supplied at one-half their cost. 


already requested and received samples. 


* Methy! Nicotinate 1.0% 


West Pharmaceutical Company 


Telephone : SHEpherds Bush 6262 


9,000 doctors have 


Packed in | oz. dispensing 
tubes at 21/- per doz. and 
in | Ib. dispensing jars 
at 19/6 per unit. 

Plus 25% P.T. 


Glycol Salicylate 10.0% 
Histamine Dihydrochloride 0.1% 
Capsicin 0.1% 

Excipient q.s. 














Deficiency of 
—/7, 


In general, when one member 
of the vitamin B, complex is deficient 
in the diet, the other members of 
the group are also short. For this 
reason, multiple therapy is usually 
adopted. 


Vitecninom 





Marmite yeast extract has been 
found to be particularly useful be- 
cause it provides several B vitamins 
together in a palatable form. It 
supplies riboflavin, nicotinic acid, 
folic acid, pyridoxin, pantothenic 
acid, biotin, choline, inositol, and 
p-aminobenzoic acid. 


___MARMITE 


yeast extract 
Obtainable from Ch and Grocers 
Special terms for packs for hospitals, welfare centres and schools 

















Literature on request 


MARMITE LIMITED, 35, SEETHING LANE, LONDON E.C.3 
5403 
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Improved 
Mandelic Therapy 


The introduction of an ester of Hexamine | 


and Mandelic Acid has considerably 
improved the treatment of  B.Coli 
infections. This condensate known as 


Hexa-Mandelate 


is palatable, does not produce naysea, can 
be used with perfect safety in the pyelitis 
of pregnancy, and for children. It retains 
full activity in all. urinary pH ranges 
without the addition of ammonium 
choride or a ketogenic diet. 


Available in 12-oz. bottles and 80-oz. winchesters. 


A Product of 














SOUTHON LABORATORIES LTD 
88, UPPER RICHMOND ROAD, LONDON S.W.15. 
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IMPORTANT BOOKS from HEINEMANN 


BRITISH OBSTETRIC AND GYNAXCOLOGICAL PRACTICE 
Edited by Sir Eardley Holland, MD, FRCP, FRCS, FRCOG, and Aleck Bourne, MA, MB, FRCS, FRCOG 


**Many of the chapters are masterly expositions in particular fields... .”’ THE LANCET 
‘*In harmony with the authoritative nature of the authorship the standard of the work is of the 


highest ...’’ SOUTH AFRICAN MEDICAL JOURNAL 
“They present an important contribution to the 


Gynecology.’’ MEDICAL DIGEST OF INDIA 
Obstetrics : 1164 pages 
Gynecology : 850 pages 

Available 


DISEASES OF THE EAR, NOSE AND 

THROAT in Children 

by T. G. Wilson, MB, BCh, LittD, FRCSI 
“The first text to deal specifically with the problems 
presented during infancy and adolescence... this book 
is an important contribution in the approach to these 


problems...” IRISH JOURNAL OF MEDICAL SCIENCE 
296 pages 136 illustrations 70s net 
WILLIAM CLIFT 
by Jessie 


* All surgeons should be grateful to Miss Jessie Dobson 
for the loving care and meticulous accuracy with which 
she has drawn the character and personality of ‘this 
most admirable man’.”” BRITISH JOURNAL OF SURGERY 


156 pages 24 plates 21s net 


ALMROTH WRIGHT — Provocative Doctor 
and Thinker 
by Leonard Colebrook, FRS 

“Dr. Colebrook has written his biography in deep 


400 illustrations 
370 illustrations 


contemporary literature of Obstetrics and 


115s net 
95s net 


Forthcoming 


MODERN ACTINOTHERAPY 
by Raymond H. Beckett, BA 


An up-to-date review of the literature concerning the 
therapeutic use of ultra violet and infra-red radiation. 


172 pages 5 coloured plates . 18 illustrations 
17s 6d net October 


BLOOD TRANSFUSION: A Guide to the 
Practice of Transfusion in Hospitals 
by George Discombe, MD, BSc 


This book stresses the difficulties and dangers to be 
avoided when giving blood transfusions. 


64 pages 6s net November 


AN ATLAS OF BONE MARROW PATHO- 
LOGY 

2nd edition 

by M. C. G, Israels, MSc, MD, ChB, MRCP 


This new second edition has been completely revised and 








| 
loyalty, without any unwelcome literary artifice, and | 
with perfect frankness. He has done a good deed.” } brought wu up to date. An additional coloured plate has 
| 
| 


HAROLD NICOLSON in THE OBSERVER been added, bringing the total to 13. 


288 pages Illustrated 21s net 96 pages Illustrated 30s net November 











99 GREAT RUSSELL ST. W.C.1 








The First Major Textbook to cover the whole field 


BRITISH PRACTICE 
in RADIOTHERAPY 


Under the General Editorship of SUR ERNEST ROCK CARLING, LL.D., F.R.C.S., F.R.C.P., F.F.R., 

Consulting Surgeon, Westminster Hospital ; B. W. WINDEYER, M.B., B.S., D.Sc., F.R.C.S., F.R.A.C.S., 

F.F.R., Professor of Radiology, University of London ; and D. W. SMITHERS, M.D., F.R.C.P., F.F.R., 
Professor of Radiotherapy, University of London 





“* This fine volume may be accepted as presenting with full authority British practice in radiotherapy at the present 
time. It is a considerable achievement to have gathered in manageable compass contributions from some 60 of the 
acknowledged leaders in this most complex and difficult field, and its accomplishment is a tribute to the wide 
experience and sound judgment of the editors. . . . This is a book which demands the careful study of all who are 
engaged in the treatment of malignant disease or have to advise on its treatment. It supplies a record of achieve- 
ment of which our country may well be proud, and it points the way to further advance. We congratulate the 
editors on a volume which every medical man may read with advantage and which every expert will study with 
enthusiasm.” British Medical Journal 


Price 85s. net 


Pp. xii + 516 + index 142 illustrations 


BUTTERWORTHS - 88 KINGSWAY - LONDON, W.C.2 


Showroom ; 11-12 Bell Yard, Temple Bar, Loridon, W.C.2. 
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All the products of Kaylene (Chemicals) Limited are in Category 2 
or Category 4 in the Ministry of Health's Classified List, 
and are therefore prescribable on Form E.C.10. 





Samples and literature on request. 





KAYLENE (CHEMICALS) LIMITED 


WATERLOO ROAD, LONDON, N.W.2 








Availability of 
Vitamins in Yeast 


Deficiencies of single factors of the Vitamin B 
Group do not occur. Accordingly, even if a deficiency 
condition appears to result from the lack of an 
individual factor of the group and it is consi 
necessary to give intensive treatment with this factor, 
the entire Vitamin B Complex should be administered 
concurrently. 


It is, however, extremely important, in view of 
suggestions in recent publications, that the vehicle 
selected as a source of the entire B Complex does 
not withhold its vitamin content from the patient. 


Human experiments show that the rich, natural 
vitamin potency of Aluzyme is totally available to 
the human system. 


@ Aluzyme is not advertised to the public and may 
be prescribed on form E.C,10, 


ALUZYME 


NON -AUTOLYSED YEAST 
|_with completely available Vitamins 





Have you had your ~ copy of “ The Therapeutic and Nutritional 
‘alue of Brewers’ Yeast” 
Professional ie and Prices on request from :— 


ALUZYME PRODUCTS 





because 


RYOTOL is gee to Ps. weprococcus 
coccus aureus, 
pyogenes found in C30 aan. xterna. 


The presence of Ps. has been demonstrated 

in 90% of cases of chronically discharging cars. This 

a ee ly — — is unaffected 

EF penicillin, sul and many other bacteri- 

cides. It produces ed pus and is therefore 
extremely troublesome. 


RYOTOL Ear s olowi the outcome of official clinical 
lo 


work on humans, f ae outstanding results obtained 
in the veterinary fi 
Formula : 
Head re Ag 4 soul ne om. ix oa a1% viv 
° ee - O.1%W/¥ 
Phenyl-dimethy! feoanatens wiv 


in a stabilised non-irritant base 
Samples and literature gladly forwarded on request. 








PARK ROYAL ROAD, LONDON, N.W.10. TANKERTON: KENT 











4 ?.B.44 
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(Benzathine Penicillin) 


ORAL SUSPENSION 


PENIDURAL : 





~~ ..2 








of 300,000 units .. . 


: 
iE 





. . the first oral preparation of 
penicillin which has in our experience 
been reliably absorbed in 100% of 
patients, irrespective of 
weight and using a standard dosage 
” 


British Medical Journal (1953), 

11th April, pp. 805-6. 
Penidural Oral Suspension contains 300,000 units Benzathine Penicillin to 
each large teaspoonful (5 c.c.) and is supplied in bottles containing 60 c.c. 


Oral Penidural is also available in tablets of 200,000 units. 


* Penidural’ is a registered trade mark. 


JOHN WYETH & BRO. LTD., CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.1 


> ry 
+ 
In this clinical trial, the 118 patients ~~ 
concerned were given PENIDURAL ‘1 
regardless of the times of meals or ; 
and whether the stomach might be full 
or not . . . conditions which greatly 
simplify administration in domiciliary 
practice. 
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Each light green scored Nidar 
tablet contains : 


Bottles of 100 and 1000. 











Secobarbital Sodium .. .. } gr. 

Pentobarbital Sodium .. .. j gr. 
Butabarbital Sodium .. .. } gr. 

Phenobarbital .. .. 4 gr. 





e@ without overdrugging 





Nidar 


for individualized control 
of tension peaks 


In ordinary life situations, tensions occur in daily 
peaks ; they are not continuous. This was fully 
realized when Nidar was formulated. In contrast to 
other agents, the action of Nidar is neither too 
short nor too long. It is neither too potent nor 
too weak. Nidar controls tensions when they occur. 


THE ARMOUR LABORATORIES 


(ARMOUR & COMPANY LTD.) 


Hampden Park, Eastbourne, Sussex 
TELEPHONE : HAMPDEN PARK 740 TELEGRAMS : ARMOLAB, EASTBOURNE 
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The natural vitamin E avail- 
able only since 1948 must 
not be confused with the wheat germ oil 
in use before that date with its limitations 
as to potency and stability. 


The natural vitamin E of today com- 
prises a concentrate distilled from the 
oils of cottonseed, palm, soya bean, etc. 


The standard laid down by the League 
of Nations is that 1 international unit 
= 1 mgm. of d.l. alpha tocopheryl acetate. 


Alpha tocopherol (Vitamin E) for 
CARDIOVASCULAR-RENAL DISEASES 


The VITA-E Gelucap (75 i:u.) heads 
the list of brands approved by the 
Vitamin E Society and is that recom- 
mended by the Shute Foundation for 
Medical Research and used with such 
conspicuous success at the Shute 


Institute. 
LITERATURE ON REQUEST 


Sole Manufacturers : 


THE BIOGLAN LABORATORIES LTD. 
HERTFORD, HERTS, ENGLAND. 


Specialists in Hormones and Vitamins 





Specifically indicated in the treatment of 
TINEA PEDIS and TINEA CRURIS 
SUBLAMIN is the ideal fungicidal lotion for 
the treatment of Tinea Pedis, Tinea Cruris, 
and other fungus infections of the smooth skin. 










fungus infections of the smooth skin 


SUBLAMIN has the following advantages: 

The excipient evaporates quickly, leaving the thera- 
peutic substances, in finely particulate form, in 
intimate contact with the affected areas. In conse- 
quence, the maximum destructive effect on the invading 
fungus is rapidly achieved. Being non-greasy 
SUBLAMIN obviates the need for dressings and will not 
promote the growth of secondary infective organisms. 
Its application is extremely simple. 


ACTIVE INGREDIENTS:- * : . 
Ach. Bena 4.899% For full information please write to: 
Acid. Balicy! _.8.018% 


Benzalkonium Chloride 050% 
Oetyi Pyridinjum Chioride .050 


EDWARDS HARLENE LIMITED, 58 GOUGH STREET, LONDON, W.C.1 


% 
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Tablets containing Phenobarbitone gr. t (16 mg.) and Ascorbic acid 100 mg. 


‘ Phenobartitone therapy without 


| 6 9 6¢ Ascorbic acid, 200mg. at 
| s ‘hangover’ effects  <fAmutic sé, mone a 

\ valuable in combating the hang- 
Scorbital is indicated in all conditions over effect of barbiturates.” 
in which phenobarbitone is used. It is ee 
particularly useful for patients who accumulation of hangover effects is 
need to take phenobarbitone for a minimised if Scorbital is prescribed 
prolonged period. The risk of an instead of phenobarbitone. 


- BASIC N.H.S. PRICES: © 
Bottle of 50- 3/6 
” ” 250 7 13/- 


Literature and specimen packings are available on request 
THE BRITISH DRUG HOUSES LTD. (Medical Department) LONDON N.1 


sor/u/s3t 

















Effective ° 
against both Trichomonas 


and Monilia 














PHENYLMERCURI DINAPHTHYLMETHANE DISULPHONATE 





The powerful trichomonacidal and fungicidal 


properties of PENOTRANE present the ; ; 

greatest advantage in the cennani- af vaginal =" be.’ & inal therap J 

discharge, particularly trichomonal vaginitis and AVAILABILITY : 

moniliasis. PENOTRANE is also strongly PENOTRANE Applicator Sets—containing Penotrane 
bactericidal and it deeply penetrates the vaginal Vaginal Cream & disposable applicators. 
mucosa. Boththe Pessariesand Vagin '!Creamare PENOTRANE Aqueous Solution—Bottles of 100, 


§00 and 2,000 c.c. 


buffered toapproximate the normal vaginalacidity. 
PENOTRANE Jelly—Tubes of 1 oz. 








INDICATIONS: ¥& Vaginal Discharge due to tricho- PENOTRANE Pessaries—Cartons of 15 and 100. 
monal, monilial and coccal infections. % Pruritus Vulvae. PENOTRANE Powder — Polythene Insufflating 
* Obstetrical Lubrication. ye Pre-operative Skin Containers. 
Disinfection. PENOTRANE Tincture—Bottles of 15, 100, 500 
Literature and professional samples on request. and 2,000 c.c. 
WARD, BLENKINSOP & COMPANY, LIMITED 
6 HENRIETTA PLACE — LONDON — W.1 
Telephone: LANgham 3185. Telegrams: Duochem, Wesdo, London. 
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following cervical cautery 
following vaginal plastic procedures 
in routine postpartum care 


Sulphathiazole 
N'Acetylsulphanilamide 
N’'Be roy 4 inh ib id. 


with Urea peroxide in a highly absorptive cream base 
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for the Fai relief af pain 


The distress caused by the piercing, effects of prolonged medication with codeine and 
stabbing pains of neuralgia is quickly x salicylic therapy are eliminated by the inclusion in the 
relieved by the rapid, smooth, \ formula of caffeine and phenolphthalein. HYPON 
analgesic action of HYPON TABLETS are already widely prescribed by 
TABLETS, enabling the practitioner to members of the profession for their speedy and 
prescribe a safe means of meeting the \ safe action with the almost complete 


patient’s need. Menstrual pain is also elimination of gastric upset. Parallel with the 
effectively alleviated. Where the cause of relief from pain, febrile states are 
distress is of a more chronic nature, as in effectively reduced in conditions such as 


rheumatism and sciatica, the adverse \ influenza, coryza and tonsillitis. 


ae 


FORMULA : Acid Acetylsalicyl ’ED i 
B.P. 40.22% Phenacet. B.P. 48.00%, Hi ’ 4 ON 
Caffein. B.P. 2.00% Codein. Phosph 


B.P.0.99%, Phenolphthal. B.P. 1.04%, TA BL eS 


Excip. 7.75% (each tablet 8 grains) 





PRESCRIBE HYPON TABLETS BY NAME 


coe.  CALMEC. LIMITED: saenene 


Crewe 3251 5 Telephone LANgham 8038-9 





Sm mm ee comme me em ee ee ee ee | eee ~~ 
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Save time on urine tests with... —- 


GLINITEST anu AGETEST 


Reagent Tablets 
for the detection of Glycosuria 


TRADE MARK 


Reagent Tablets 
for the detection of Ketonuria 


Both tests performed simultaneously in one minute! 


4 
i$ 
E 
4 
] 
N 
5 
2) 


/ 


CLINITEST 


No external heating - No measuring of reagents 
Approved by the Medical Advisory Committee of 
the Diabetic Association. The ‘Clinitest’ set, refills 


and accessories are all available under the N.H.S. on 
Form E.C.10. (Basic Drug Tariff Prices : 
complete. Refill bottles of 36 tablets 2/4.) 


Hi 


Set 6/8 


CLINITEST 
HOSPITAL EQUIPMENT 


An invaluable time-saver in wards and clinics. 
Write for details and hospital prices. 





AMES COMPANY (Lonpon) LTD. 
Sole Distributors for the United Kingdom and Eire: 
DON S. MOMAND LTD., 58 ALBANY STREET, LONDON, NW! 


Specialists, General Practitioners, Clinics and 
Hospitals in all parts of the country have used and 
prescribed ‘Clinitest’ Reagent Tablets since 1947. 
Many valuable hours have been saved. Now after * 
intensive research work and clinical trials the 
makers of ‘Clinitest’? Reagent Tablets have pro- 
duced ‘Acetest’ Reagent Tablets for the detection of 
Ketonuria. With ‘Clinitest’ and ‘ Acetest’ Reagent 
Tablets, reliable routine sugar and acetone tests can 
be carried out simultaneously in one minute! 











The advantages of ACETEST 
Reagent Tablets 


Quick and reliable, a single tablet provides all the 
reagents to perform a test. Low cost permits this 
tablet test to be used as a screening procedure or asa 
routine for diabetic patients. No danger of false 
positives with normal urine. No caustic reagents. 


TO PERFORM A TEST: 
I Put 1 drop of urine on tablet. 


2 Take reading at 30 seconds. 
Compare tablet to colour chart 
provided. 

3 Record results as negative, 
trace, moderate or strongly 
positive. 


Supplied in bottles of 100 tablets | (vv: “a 
with colour scale. ” on imreawat 
— INGREDIENTS 
‘Acetest’ Reagent Tablets cane os, 


(diagnostic nitroprusside tabs.) 
are also available under the 
N.H.S. on Form E.C.10. Basic 
Drug Tariff price 3/10 per bottle 
of 100 tablets (with colour scale). 





REFERENCES 

(1954) ‘Clinical Tests for peers ag 
wr) 17th, pp. 801/804 

(1954) ‘ Medicine ieecaeas May, p. 289 


(1954) ‘ Practical Clinical Biochemistry’, 
Heinemann, p. 74 


(1954) ‘ Clinical Tests for Ketonuria’ 
* July 10th, p. 95 











* Lancet’, 
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ERYTHROMYCIN 






















a 
The 

HARD HITTING ANTIBIOTIC 
against the most common 


pathogenic organisms 


Prompt bactericidal effect against 
staphylococci, streptococci, pneumococci and 
other Gram-positive organisms. 


Safe and well tolerated. 


Adequate 2-hour blood levels following 
oral administration. 


No toxic diarrhoeas and no alteration of 
normal blood picture. 


‘llotycin’ Tablets: 100 mg. and 200 mg. 

Average dose: 1.2 Gm. daily in divided 

doses at 4 to 6 hour intervals. / } 
‘ 


‘llotycin’ Paediatric. 

Average dose : Half a teaspoonful 
per stone bodyweight every 

6 hours. 








SK 
TRADE MARK 


ELI LILLY & COMPANY LIMITED - BASINGSTOKE - ENGLAND 
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An easier way of 
removing EAR WAX 











Hitherto, the removal of wax from the external auditory meatus has 
necessitated two attendances by the patient—first for 

diagnosis and prescription of a suitable loosening agent — the second, 
two or three days later, for syringing. Now, by the use of Cerumol Ear 
Drops, wax can be removed in the majority of cases in one visit. A few 
drops of Cerumol are instilled into the ear, and, while another patient is 
being seen to, the soft cerumen dissolves and the harder wax disimpacts. 
The resultant débris can then be cleared by gentle syringing. Only when 
the wax plug is abnormally hard is it necessary for the administration 

of Cerumol to be prolonged and the patient told to return for syringing 
ata later date. In many cases Cerumol can be instilled by patients in 
their own home and, as the wax has frequently been found to come out of 
its own accord, further visits are unnecessary. Cerumol is anti-bacterial, 
efficient, and harmless to the lining of the external auditory meatus or 
to the tympanic membrane. Accepted for use in a large number of 
hospitals and general practices, Cerumol is included in Category No. 4 

of the M.O.H. classified list of Proprietary Preparations, and may 
therefore be prescribed on N.H.S. form E.C.10. 4 








og 408 £O28) car Drops 


Samples of Cerumol will gladly be sent to members of the Medical Profession, 
on application to the Distributors : 


TAMPAX LIMITED 


Medical Department; Belvue Road, Northolt, Greenford, Middlesex. 
Telephone : WAXlow 2244-7. a propucT OF THE LABORATORIES FOR APPLIED BIOLOGY LTD., LONDON, W.16. 


PACKS for Surgery Use: 10 cc. vial—separate dropper included 
( Basic N.H.S. price 2/8d.). For Hospital Use : 2 oz. and 10 o2. bottles. 
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it’s aspirin + 


+ solubility 
+ rapid absorption 
+ maximum toleration 


it’s aspirin — 
— gastric irritation 
— depression of the blood prothrombin 
— toxicity 





irs Ce-K-Sal 


Ce-K-Sal tablets are especially suit- 
able for intensive medication and for 
the patient sensitive to ordinary aspirin. 
Literature and samples on request. 





PAINES &,BYRNE LTD., Greenford, Middlesex. 
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To fight infection 
to fortify body defences 


me |. 


Terramycin } 


enue Of Gueretasereste 


TERRAMYCIN 8.F. 
capsules provide, 
in addition to the 

average daily adult dose 

of the antibiotic (1.0 G.), 
the specific therapeutic dosage 
of water soluble vitamins 

as well as vitamin K: 


ASCORBIC ACID 300 me. 
THIAMINE MONONITRATE 10 mg. 
RIBOFLAVINE [0 mg. NICOTINAMIDE 100 mg. 
MENAPHTHONE (vitamin K analogue) 2 mg. 






By administering the essential anti-stress vitamin 
/ supplement combined with Terramycin in a single 
capsule, the physician is assured that the patient’s 


/ 
f 
vitamin requirements have been met in an important respect. 


E> WORLD'S LARGEST PRODUCER OF ANTIBIOTICS 


KENT + TEL: FOLKESTONE 51771 * Trade Mark Chas. Pfizer & Co., Inc. 


PFIZER LTD + FOLKESTONE - 
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Anusol Haemorrhoidal Ointment represents 
a perfect blend of antiseptic, decongestive and 
emollient constituents. It is a safe and effective 
palliative for use in peri-anal conditions such 
as pruritus and eczema. It may be used in 
conjunction with Anusol Haemorrhoidal 
Suppositories in the treatment of piles ; 

its bland and soothing consistency 
make it of particular value 
in peri-anal pruritus. 





FORMULA: Bismuth sub- 
gallate 2.12%, Bismuth 
oxyiodogallate 0.03%, 
Bismuth ovide 0.87%, 
Resorcin 0.87%, Balsam 

of Peru 1.77%, Zine oxide 
10.60Y,, Boric acid 17 85%, 
Base of cacao butter and 
beeswax q.8. ad 100.00%. 
PACKING: Ointment: 1 oz. 
tubes. Suppositories : 
Bozes of 12 ; also boxes of 
100 for dispensing purposes 


at 16/8d. (not subject to P.T. 

smn ANUSOL 
No Warner product has ever been 
advertised to the public. 
WILLIAM R. WARNER & CO. LTD., 
Power Road, London, W.4 
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THERAPAS 


Calcium 4-benzamidosalicylate 


An accepted combination in the chemotherapy of tuberculosis is P.A.S. to- 
gether with isoniazid or streptomycin. Either combination, according to a 
recent Medical Research Council report (1), is very effective and helps to 
delay the appearance of resistant strains. P.A.S. has, however, the disadvan- 
tage of being poorly tolerated ; many patients would welcome an alternative. 
Therapas, first synthesized in our laboratories in 1951, was introduced as 
an alternative to P.A.S. to which it is converted in the body (2). It has now 
been shown that it not only delays the emergence of strains resistant to iso- 
niazid or streptomycin, when used together with either of these drugs, but 
has a therapeutic action per se. It gives satisfactory clinical and radiological 
results in the treatment of pulmonary tuberculosis (3, 4) and of genito- 
urinary tuberculosis(5). Since it has a sweet, not unpleasant, taste it is usually 
much preferred by the patient. 





1 Report to M.R.C. of Tuberculosis 
Chemotherapy Trials Committee, 
Brit. Med. F., 1955; 1 435. 


2 ¥. Pharmacy & Pharmacol., 1953, 
5, 849. 


3 Schweiz. med. Wschr. 1955, 85, 
222. 


4 Tubercle 1955, 36, 209. 


5 Lancet, 1955, 1, 116. 


| 
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Therapas may be administered in daily doses of 14 G: 


availability 

Individual packets of 3.5 G. in boxes of 100 packets. 

1 G. cachets in containers of 100 and 500. 

Bulk Therapas powder in containers of 100 G. and 500 G. 


, die” Further information and prices from 
iS&N: smith & Nephew Lid., 
“Seseee*” Welwyn Garden City, Herts. 


THERAPAS is just as effective as 


And it can be used wherever 


to summarize 
a 


P.A.S., if not more so. 


b 
It is better tolerated. 


P.A.S. is indicated. 
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Introducing 





The formulation of 
Chloromycetin Ear Drops 10% 
allows full use to be made of 
this established antibiotic’s 
remarkably wide range of 
bactericidal activity. Chloromycetin 


CHLOROMYCETIN mine eraes 


fe) suppurative otitis media 
eardrops 1 0/ 


and infections of 
fenestration and mastoid 
operation cavities. 


in the treatment of REFERENOES : 


EAR INFECTIONS “ Treatment of Chronic 
Otorrhoea and Chloromycetin " 
Brit. Med. J., 2:039, 1951 
**Local Application 
of Chloramphenicol ” 
Lancet, 2:268, 1951 


CHLOROMYCETIN EAR DROPS 10% 
(chloramphenicol B.P. 10 % in propylene glycol) 
supplied in 5 c.c. vials, and bottles of 100 c.c. 
with dropper 


Parke, Davis -:}p,: 
& COMPANY, ate Inc. US.A. 4 P35 


HOUNSLOW, MIDDLESEX 
Telephone: Hounslow 236! 
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~ HYPODERMOCLYSIS IN PAEDIATRICS 


INTRAVENOUS THERAPY may often 
be difficult owing to the inaccessi- 
bility of suitable veins or the restless- 
ness, of the child. Subcutaneous 
administration must be undertaken. 

A CLEAR CASE FOR ‘HYALASE’ the 
enzyme hyaluronidase. ‘Hyalase’ en- 


hances the spread and absorption 


of fluids given by the subcutan- 
eous route. Large volumes of solu- 
tions, such as glucose, sodium 


BENGER LABORATORIES LIMITED + HOLMES CHAPEL - CHESHIRE 


we 





a 
‘ " oe ees wen Se ee - ‘ .. 
: Se i ame ey us SEE es a - 
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ae 


(UPPER) Without Hyalase (LowER) With Hyalase 


chloride, etc., can be given quickly and 
painlessly by this method. ‘Hyalase’ 
may be injected into the site, or in- 
jected through the tubing of the 
giving-set at the commencement of 
infusion, 
FULLY DESCRIPTIVE LITERATURE, 
containing new and interesting uses 
for ‘Hyalase’, is available and a 
Technical Information Service 
is always at your disposal. 
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PRODUCT 
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This quaint old 17th century French engraving shows us the main participants in an “‘enfantement”. 


Intramuscular injection of Ergometrine with Rondase at 


Ergometrine delivery enables the midwife, who is not permitted to give 


Rondase 


Injection by Midwives 


an intravenous injection, to make full use of this valuable 


zouth drug at childbirth. 


In practice, injection of Ergometrine with Rondase by the 
intramuscular route should prove to be equally as effective 


as intravenous injection of Ergometrine alone. 


for Intramuscular PRESENTATION: Dual pack containing— 


1 ml. ampoule Injection of Ergometrine Maleate B.P. 0.5 mg. 
1 vial. Rondase (hyaluronidase-Evans) 1.0 mg. 





FURTHER INFORMATION ON REQUEST FROM MEDICAL INFORMATION DEPARTMENT 
EVANS MEDICAL SUPPLIES LTD., SPEKE, LIVERPOOL 19 
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| f\ 4 Penicillin Tablets B.P. 


1 





Literature and further information will be gladly sent on request 
BOOTS PURE DRUG COMPANY LIMITED, NOTTINGHAM, ENGLAND 


is the preparation of choice in 
Oral Penicillin Therapy because: 






TABILLIN presents soluble penicillin 
in tablet form. The rapid absorption 
of the soluble salt ensures higher 
blood-levels than are obtained with 
insoluble salts, such as benzathine | 
penicillin. tee P77 Tries 


TABILLIN is fully protected against 
contamination and loss of potency until 
required by the patient, as each tablet is 
individually sealed in foil — an obvious 
advantage over other presentations. 


Wi) 


e 


TABILLIN combines efficiency, safety and convenience 
at low cost and is available in four strengths 

to facilitate convenient dosage schedules for 

adults and children. 


TABILLIN 


Tablets of 100,000, 200,000, 400,000 and 500,000 I.U. 
Containers of 10 and 100 tablets 
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ie 


the new diabetic 
oie 


has such advantage 


a 





To-day, the new diabetic has many facilities to 

enable him to lead and enjoy a normal life. The introduction 
of I.Z.S. (Insulin Zinc Suspension) A.B. has greatly simplified -the 
treatment of the majority of cases, one injection 

being sufficient to control the blood-sugar level for 24 hours. 


.Z.S. offers the following advantages over other prolonged action 
insulin preparations :— 


1. No protein or peptide material present other than insulin itself. 
2. Rapid onset with prolonged action. 
3. It meets the needs of a higher percentage of diabetics. 


L.Z.S. (Insulin Zinc Suspension) A.B. is 
supplied in vials of 10 c.c. containing 40 or 80 units per c.c. 





insulin 
Zinc 
Suspension 








JOINT LICENSEES AND MANUFACTURERS 
TRADE MARK ALLEN & HANBURYS LTD LONDON E2 © THE BRITISH DRUG HOUSES LTD LONDON #1 
21 
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For True Buffer Action... | 


in MYPERACIDITY 
and PEPTIC ULCER 


Ve 
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Prodexin has all the attributes of a 
true buffer, and more besides: 


@ it keeps gastric acidity down to an equable level 
(pH 3°5 to 4°5). 

@ it does not alkalise the stomach contents, so that 
acid rebound cannot occur. 

@ its effect is consistent and prolonged. 

: @ it does not vary in potency. 


@ it is pleasant and safe to take and is free from 


grittiness. 
FORMULA 
Aluminium glycinate . . 2. « «© © «© © « « 0-9 gm | 
Magnesium carbonate. . . « »« 2 « « - Glgm © 


Reference: Practitioner, 173: 46, 1954. 


Cc. &k. BENCARD LTD. PARK ROYAL 
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PRODEXIN 
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PACKAGES ‘ 
Cartons of 30 individually wrapped tablets. 
Dispensing packs of 240 tablets. 


LONDON, N.W.10 
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Undisturbed 
by Allergic Reactions 


The wide field covered by such conditions as hay fever, allergic rhinitis, 
allergic conjunctivitis, many cases of pruritus, allergic dermatoses, drug 
rashes, eczema, urticaria, neuro-dermatitis, serum sickness and anaphy- 
lactic shock requires a compound with a wide therapeutic ‘indication 
and good tolerance. Such a compound is SYNOPEN, and there are 
many authentic and reputable clinical reports testifying to its profound 
therapeutic effect on all such conditions. SYNOPEN is the ideal 
antihistaminic compound for use in general practice. 


SYNOPEN 


N-dimethyl-aminoethyl-N-p-chlorbenzyl-«-aminopyridine hydrochloride 
Available in tablets containing 25 mg. Prescribable on N.H.S. Form 
in packings of 20, 100 and 200 E.C. 10. 


Detailed literature and sample available on request. 


Biy GEIGY PHARMACEUTICAL COMPANY LTD. 


Rhodes, Middleton, MANCHESTER ita 
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Drip therapy 
without 


a tube 


NULACIN 





In the past, the successful treatment of many cases of peptic ulceration demanded hospital 
conditions. Now, by means of Nulacin Tablets, it is possible to control gastric hyperacidity 
without any inconvenience to the patient. By using Nulacin Tablets as directed, an ambulant 
patient can obtain all the advantages of intragastric milk-alkali drip therapy. 


INDICATIONS 


NULACIN tablets are indicated whenever neutralization of 
the gastric contents is required: in active and quiescent 
peptic ulcer, gastritis, gastric hyperacidity 

Beginning half-an-hour after food, a *NULACIN tablet 
should be placed in the mouth and allowed to dissolve 
slowly. During the stage of ulcer activity, up to three tablets 
an hour may be required. For follow-up treatment, the 
suggested dosage is one or two tablets between meals. 


reece 2 2 2 the I Ie 1 2w 24 24 23 3h 35 






Juic Le 








freeHCL 
GASTRIC ANALYSIS Superimposed gruel fractional 
test-meal curves of five cases of duodenal ulcer 





BIBLIOGRAPHY 

The Control of Gastric Acidity. Brit. Med. J. 26th July 1952, 

2, 180-182 

Medical Treatment of Peptic Ulcer. Med. Press 27th February 

1952, 227, 195-199 

Notes on Remedial Agents. Med. Rev. September 1952, 46, 162 

Discussion on Peptic Ulceration. Proc. Roy. Soc. Med. May 1953, 
, 354 

The Bffect on Gastric Acidity of “Nulacin” Tablets. Med. J. 

Aust. 26th November 1953, 2, 823-824 

Control of Gastric Acidity by a New Way of Antacid Admini- 

stration. J. Lab. Clin. Med. 1953, 42, 955 

Further Studies on the Reduction of Gastric Acidity Brit. Med. J. 

23rd January 1954, 1, 183-184 

Clinical Investigation into the Action of Antacids. The Practi- 

tioner July 1954, 173, 46 

Management of Peptic Ulceration in General Practice. Med. 

World December 1954, 81, 591-601 

Ambulatory Continuous Drip Method in the Treatment of 

Peptic Ulcer. Amer. J. Dig. Dis. March 1955, 22, 67-71 
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NULACIN tablets are not advertised to the public, have 
no B.P. equivalent, and may be prescribed on E.C.10. The 
dispensing pack of 25 tablets is free of Purchase Tax. (Price 
to pharmacists is 2/-.) Also available in tubes of 12. 
NULACIN tablets are prepared from whole milk com- 
bined with dextrins and maltose, and incorporate Magnesium 
Trisilicate 3.5 grs.; Magnesium Oxide 2.0 grs.; Calcium 


Carbonate 2.0 grs.; Magnesium Carbonate 0.5 grs.; Ol 
Menth. Pip q.s. 


5 2 te ta 1h 12 Qe 24 25 23 


3 34 





free HCL 
GASTRIC ANALYSIS Same patients as in Fig. 1, two 
days later, showing the striking neutralizing effect of 
sucking Nulacin tablets (3 an hour). Note the return 
of acidity when Nulacin is discontinued 


NULACIN is available throughout the British Common- 
wealth, in the U.S.A., and many other countries. It is 
known as NULACTIN in Canada and Sweden. 


HORLICKS LIMITED 
Pharmaceutical Division 
Slough, Bucks. 
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When infection has gained a hold and the patient’s 


resistance is ebbing, the physician must battle not only with bacteria 
but against the clock as well. Then it is that ACHROMYCIN 
tetracycline by injection plays a life-saving role. Immediately, 

the antibiotic pervades the blood and tissues—promptly and 
powerfully counter-attacking the invading organisms. No other 
antibiotic strikes more decisively against a broader range 

of bacteria . . . no other antibiotic shows a greater margin 

of safety. ACHROMYCIN is available for intramuscular and 
intravenous injection. In both forms, it is remarkably well tolerated. 


ACHRONMVOCIN 
. 






ACHROMYCIN Intramuscular: 


i 
Vials of 100 mg. i 
i 
i 


AIS 


ACHROMYCIN Intravenous: 


Vials of 100 mg., 250 mg. and 500 mg. entibiotia 


ACHROMYCIN 


*Regd. Trade Mark TETRACYCLINE 


Also available.as: CAPSULES + TABLETS «+ PEDIATRIC 
DROPS * ORAL SUSPENSION + EAR SOLUTION 
OINTMENT . OPHTHALMIC OINTMENT -: SOLUBLE 
TABLETS + SPERSOIDS+ Dispersible Powder 

tTrade Mark 


LEDERLE LABORATORIES DIVISION 
Cyanamid Products Lid. wus HOUSE « ALDWYCH + LONDON + W.C.2. TEMPLE BAR 5472 





THe Lancet] 


THE LANCET GENERAL ADVERTISER 





[Serr. 17, 1955 




















i 
Rag. 
sae 





26 


Intravenous sodium PAS infusion for miliary, meningitic and 
severe forms of tuberculosis is an established technique ; some 
sanatoria now favour I.V. PAS as first choice even in moderate 
cases because of its very high tolerability. 


I.V. infusions demand the use of crystalline sodium PAS of 
first-grade quality, for which purpose ‘ AMINACYL’ (Wander) 
brand of specially purified crystalline PAS is supplied to sanatoria 
in bottles of 250 grammes. 


The Wander range of tuberculostatics 
also includes the following oral forms : 


B-PAS 


Calcium B-PAS (Wander) provides the advantages of reliable blood levels, 
and very high acceptability because it is practically tasteless. 
PACKS :—Powder : Tins of 150 and 500 x 3-5 g. envelopes 
Cachets: Tins of 80 and 400 x 10g. 


‘B-PASINAH’ 


For concurrent therapy, ‘ B-PASINAH ’ provides | g. B-PAS and 25 mg. 
INAH in convenient Cachet form, packed in tins of 100 and 500. 


Full Literature, also details of institutional quantities 
and prices sent on request. 


All Wander tuberculostatic products 
may be obtained from usual pharmacists or direct from 


A. WANDER LIMITED 
42 Upper Grosvenor Street, Grosvenor Square, London W.1 


CANADA : A. Wander Ltd., Peterborough, Ontario. AUSTRALIA : A. Wander Ltd., Devonport, 

Tasmania. NEW ZEALAND: A. Wander Ltd., Christchurch, INDIA: Grahams Trading 

Co. (India) Ltd., 16 Bank Street, Bombay. PAKISTAN : Grahams Trading Co. (Pakistan) Lid. 
P.O. Box 30, Karachi. CEYLON: A. Baur & Co. Ltd., Colombo. 
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she’s taken the 









day in her 


stride 


In this age of unrest and hurried living a large proportion of those 
seeking medical aid are beset by vague feelings of depression and anxiety ; 
factors which may seriously impede recovery from physical illness. 

Anxine Tablets provide comprehensive symptomatic treatment of 
anxiety states, psychoneuroses and psychosomatic disorders by improving 
mood and increasing confidence, by inducing gentle sedation and allaying 


anxiety and by securing the optimal degree of muscular relaxation. 


ANXINE 


FOR ANXIETY STATES 


Each tablet contains dexamphetamine sulphate 2°5 mg., cyclobarbitone 35 mg. and 
mephenesin 120 mg. 
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Intravenous sodium PAS infusion for miliary, meningitic and 
severe forms of tuberculosis is an established technique ; some 
sanatoria now favour I.V. PAS as first choice even in moderate 
cases because of its very high tolerability. 


I.V. infusions demand the use of crystalline sodium PAS of 
first-grade quality, for which purpose ‘ AMINACYL’ (Wander) 
brand of specially purified crystalline PAS is supplied to sanatoria 
in bottles of 250 grammes. 


The Wander range of tuberculostatics 
also includes the following oral forms : 


B-PAS 


Calcium B-PAS (Wander) provides the advantages of reliable blood levels, 
and very high acceptability because it is practically tasteless. 


PACKS :—Powder : Tins of 150 and 500 x 3-5 g. envelopes 
Cachets: Tins of 80 and 400 x 10g. 


‘B-PASINAH ’ (Waneee] 


For concurrent therapy, ‘ B-PASINAH ’ provides | g. B-PAS and 25 mg. 
INAH in convenient Cachet form, packed in tins of 100 and 500. 


Full Literature, also details of institutional quantities 
and prices sent on request. 


All Wander tuberculostatic products 
may be obtained from usual pharmacists or direct from 


A. WANDER LIMITED 
42 Upper Grosvenor Street, Grosvenor Square, London W.1 


CANADA: A. Wander Ltd., Peterborough, Ontario. AUSTRALIA : A. Wander Ltd., Devonport, 
Tasmania. NEW ZEALAND: A. Wander Ltd., Christchurch. INDIA: Grahams Trading 
Co. (India) Ltd., 16 Bank Street, Bombay. PAKISTAN : Grahams Trading Co. (Pakistan) Ltd. 


P.O. Box 30, Karachi. CEYLON: A. Baur & Co. Ltd., Colombo. 
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In this age of unrest and hurried living a large proportion of those 
seeking medical aid are beset by vague feelings of depression and anxiety ; 


factors which may seriously impede recovery from physical illness. 


anxiety states, psychoneuroses and psychosomatic disorders by improving 
mood and increasing confidence, by inducing gentle sedation and allaying 


anxiety and by securing the optimal degree of muscular relaxation. 
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rapid response 
with ORAL antibiotic therapy 


Chloromycetin * is unique in being readily and effectively absorbed from the gastro-intestinal 
tract and producing blood-levels which rise proportionally with increase in dosage. This is a 
great advantage in severe infections where initially, high blood-levels are essential; a rapid 
response to treatment is a natural corollary. Owing to effective absorption, gastro-intestinal 


side-effects following the administration of Chloromycetin are reduced to a minimum. 


CHLOROMYGETIN 


the original Chloramphenicol 


At HOUNSLOW Parke-Davis have one of the , 
most modern plants in the world for the 
large-scale manufacture of Chloromycetin and ( 
other synthetic chemicals. 


* Trade Mark 








“2 PARKE, DAVIS « company, LIMITED, (inc. USA) HOUNSLOW, MIDDLESEX. TEL: HOUNSLOW 236! 
600 














Tue Lancer] THE LANCET GENERAL ADVERTISER (Sept. 17, 1955 

















One week’s treatment with ‘ Antepar ’ Elixir is 
ff usually sufficient to eradicate threadworms. A single 
& dose clears roundworms from the gut. Effective 
without fasting, purging or supporting measures, 
rf *‘Antepar ’ acts by paralysing the worms—they are 
then expelled by normal peristalsis. 
fd *Antepar ’, the original elixir of piperazine, is 
# well tolerated by patients of all ages. Its pleasant 
taste is popular with children. Containing piperazine 
fi citrate equivalent to 500 mgm. of piperazine in 
each fluid drachm, ‘ Antepar ’ is supplied in bottles 
rf of 4 fl. oz. and 20 fl. oz. 





-_ ‘ANTEPAR’ ELIXIR 


ee WELLCOME & CO. (tHe weiicome FOUNDATION LTD.) LONDON 


} Associated Houses: AUCKLAND BOMBAY BUENOS AIRES CAIRO CAPETOWN DUBLIN KARACHI MONTREAL NEW YORK RIO DE JANEIRO SYDNEY 
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Is it going to hurt ? 


There are many wounds of all types which require dressing in such a way that the delicate 
epithelium receives the minimum of trauma. Most burns and many of the lesser accidents to 
which children are subject come into this category. 

In such cases, consider the advantages of Jelonet paraffin gauze dressing. This non-adherent 
dressing, a Smith & Nephew product, comes to you sterilized for immediate use in your 
surgery. It need exert no more pressure over the damaged part than is absolutely necessary ; 
dressing trauma is prevented, and healing can continue undisturbed. 

Jelonet dressings are supplied in tins and in separately-packed single pieces, in sealed 
envelopes, for use in the patient’s home. 


JELONET 


Teaee mace 


PARAFFIN GAUZE DRESSING B.P.C 


is a dressing for all wounds — sterile and ready for immediate use 


Jelonet may be prescribed on Form E.C.10 in the following sizes : — indi- 
vidual pieces in separate envelopes, in cartons of 12, and in tins containing 
5, 10 and 36 pieces. Each piece 3}” x 3}”. 

For hospitals and other large users there is a special tin containing a strip 
8 yds. long x 3}” wide zig-zag folded. Every dressing is sterilised and ready 
for immediate use. 


FULL DETAILS FROM SMITH & NEPHEWLTD - WELWYN GARDEN CITY 
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MODERN HOSPITAL TREATMENT AND 
THE PENSIONER * 


Lorp AMULREE 
M.A., M.D. Camb., F.R.C.P. 
PHYSICIAN TO UNIVERSITY COLLEGE HOSPITAL, LONDON 


In his Lumleian lectures for 1949 Prof. A. P. Thomson 
gave a vivid and depressing picture of conditions in 
many of the municipal hospitals taken over by the 
Ministry of Health, through the regional hospital boards, 
on July 5, 1948. He showed how the lack of any thorough 
assessment and classification militated against proper 
treatment or diagnosis of the many patients—for the 
most part elderly—-who were housed, more or less 
permanently, in these old-fashioned institutions. Since 
then there have been changes. Medical and public 
interest has been aroused in the welfare of these unfor- 
tunate patients, and the pioneer work of Marjory Warren, 
E. B. Brooke, and others is bearing fruit. According 
to the latest return of the Ministry of Health there are 
now about 60 geriatric units in this country, and, 
although the standard of work in these units must of 
necessity vary,, their existence shows that some progress 
is being made in what most people think is the right 
direction. 

It is hard to define the type of patient who is suitable 
for care in such a unit. Clearly it is impracticable to 
claim that every hospital patient of a certain age or 
over should automatically be admitted to one of them ; 
for the average age of patients in most general hospitals 
is high. The geriatric unit caters in the main for a 
large mass of patients whose principal common denomi- 
nator is social infirmity or poverty. They are the 
patients whe were once upon a time the responsibility 
of the district medical officer and the poor-law—patients 
whose satisfactory disposal, after recovery in hospital 
from an acute illness or from exacerbation of a long- 
standing morbid or degenerative process, was often 
difficult because their social background was awkward. 
They include, too, a large number of the ‘‘ chronic sick.”’ 
This again is a term which cannot be defined precisely ; 
but it does comprehend many elderly persons for whom 
no cure—in the sense of restoration to bounding good 
health—is possible, and for whom, therefore, no proper 
treatment was formerly even attempted. Even these 
patients’ fate, however, was coloured by their social 
background, whose unsatisfactory nature was often the 
reason why no intensive or active treatment was given. 
If their condition improved substantially they could be, 
and were, transferred to the workhouse ; but few returned 
to their own homes. This decision often arose from a 
misplaced paternalism ; for it was felt that the patient’s 
home surroundings were so bad that there was little 
point in fitting him for a return to them. Far better 
that he should be taken care of by authority in the 
workhouse for the rest of his days. 

These, therefore, are the types of patient for whom a 
geriatric unit, at its first opening, becomes responsible. 
Their numbers are large, and are likely to remain so 

-partly because the problem is recurrent, and partly 
because of the steady increase in the number of old people 
in the community. The time has come, in my opinion, 
when we should consider whether the prevalence of this 
type of illness can be reduced by preventive measures and 
at the same time assess the benefit obtained by these 
patients during their stay in hospital. A considerable 
amount of money has already been spent—and more 
will probably be spent—on establishing geriatric units ; 
and the figures of success received from them are full of 
promise. But little has been done to ascertain whether 


*The F. E. Williams lecture for 1955, delivered before the 
Royal College of Physicians of London on July 12. 
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this promise will he fulfilled. If, on their return home 
after active treatment, these elderly patients relapse into 
a bedfast or chairfast state, it would be permissible to 
inquire how far this expensive treatment should be 
sarried out. If, on the other hand, they enter on a 
period of renewed activity and happiness, then the work 
should be expanded as rapidly as staff and money will 
allow. The object of geriatrics, it must be emphasised, 
is not to prolong life, but to ensure that, if life is for 
some biological or other reason prolonged, the added 
years are years of independence and happiness, rather 
than of dependence and misery both to patient and 
relatives. 
The Sample 

On July 5, 1948, University College Hospital became 
possessed of St. Pancras Hospital with its occupants 
—between 200 and 300 chronic, irremediable sick. It 
was the first time that a London teaching hospital had 
made such a move; but those responsible rightly 
recognised that students would benefit from work in 
these wards where the future general practitioner would 
see the elderly patients with whom much of his work 
would lie. I was appointed to take charge of these beds 
in April, 1949, and the facts and conclusions I offer here 
are drawn from the experience gained since that time. 
The beds now at my disposal number 96 in the hospital 
and 32 in a small home or “ half-way house,’ some 
five miles away in Highgate. The patients are mostly 
drawn from the Metropolitan borough of St. Pancras, 
with a population of 140,000; a few are transferred, 
after consultation with myself, from the beds of the other 
physicians and surgeons at University College Hospital ; 
while a few come from neighbouring boroughs (especially 
Holborn, which has a population of about 20,000) and 
from one or two old people’s homes and almshouses 
outside St. Pancras. 

The sample of patients to be analysed consists of 1956 
patients admitted to the geriatric wards of St. Pancras 
Hospital in the six years 1949-54. Their age-constitution 
is shown in table I. 








TABLE I AGES OF PATIENTS 
. . - - 91 Un- 
Under 61 66—- 71- | 76- | 81—  86- y 
60 | 65 | 70 | 75 | 80 | 85 | 90 | and (classi- 
90083 lO: eA el ed ek ea 1 
1950 4 | 14) 22) 56) 46 | 28411 | 6 | 31 
1951... 27 | 19 | 64 | 98 | 86! 71 | 25 | 10 | 16 
1952 |. 5 27 91 114 110 64 | 20) 10 20 
1953 |. 8 | 39 | 50 | 95 | 81} 68 | 34 7 19 
1954 8 | 13 | 44 |104 120 | 67 | 43 5 | 20 














71 104 | 286 473 | 452 | 298 | 127 38 | 107 


It will be seen that they belonged mainly to the higher 
age-groups, among whom a heavy mortality is to be 
expected : indeed, half were over 75 years of age on 
admission. 

It was intended that all patients for whom admission 
to St. Pancras was sought should first be visited in their 
homes or in other hospitals, and that admission should 
be based entirely on medical need. If the medical need 
was clear, the question whether their condition was 
remediable did not affect the decision to admit. In the 
early days a family doctor would sometimes ask for the 
admission of a patient whose need eould be met by 
the welfare authority ; but such requests are now rare. 

Patients visited were placed in one of three categories : 
(1) those requiring immediate admission; (2) those 
requiring admission fairly soon, but not urgently ; and 
(3) those who should be taken in for a short time during 
the summer, when the pressure on the beds was lowest, 
in order to give their relatives a rest or for some similar 
reason. (These last patients were not always ill in the 
true sense of the word, but were frail or had so severe 
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a disability that they could not lead an independent life.) 
It is never possible to claim complete freedom from 
selection ; but this sample is, I think, as free as possible. 


Social Circumstances 
A total of 1325 visits were made during the six years 
to patients seeking admission for the first time either 
through their own doctor or through a health depart- 
ment.t At 1205 of these visits (90%) a note was made 
of the social circumstances under which the patient lived 
(table 1m). Under the heading of “living with other 


TABLE II—SOCIAL CIRCUMSTANCES OF 1205 NEW PATIENTS 


VISITED 

ae with spouse oa ‘a os a re 351 (29%) 
, children .. ae ‘e a ad 241 (20%) 

, Other relatives .. oe 102 (8%) 

» in hostel, almshouse, lodging-1 house, &e. a 49 (4%) 
alone are ae 462 (38%) 





1205 (100%) 


relatives ’’ I have included a few patients living with a 
friend and a few who were involved in what may be called 
an ‘‘ irregular union,”’ although it might have been more 
suitable to include these under the category of “ living 
with spouse.’’ But it will be seen from this table what 
a high proportion of the patients were living alone—462, 
or 38% of the total. 

Now the Nuffield surveyors, in their report issued in 
1947, showed that in the two London boroughs they 
investigated—-namely, Wandsworth and St. Pancras 
18% of aged people were living alone; and if (as I 
believe) we can fairly assume that this figure holds good, 
more or less, for St. Pancras alone it will be evident 
that among old people applying for admission to hospital 
the proportion living alone is much higher than it is 
among old people in general—38% as compared with 
18%. ‘ Living alone” is not easily defined : obviously, 
it applies to those who were living entirely alone, with 
no relative and often no friend near to visit and help ; 
but I have also included those who, although visited 
regularly or occasionally by a member of their family 
or a friend, were alone for the whole of the night and also 
for the best part of the day. I have even stretched it 
to cover those few who were living in the same house 
as a member of their family but in a self-contained 


» room on a different floor, from which communication in 


case of trouble would be difficult. This may give an 
abnormally high figure for those “ living alone,”’ but I 
think it is justified. 

The proportion living with a spouse is low—-351, or 29%. 
In their survey of old people, the Rowntree surveyors 
found the corresponding percentage to be 45; and, 
though their figure applies to a genuine random sample, 
including the healthy, the frail, and the sick, I regard 
the difference as significant. The death or collapse of 
one spouse will often abolish the independence of the 
other, and it is not uncommon to find an elderly couple 
coping with their problems fairly well although both are 
frail and tottery and neither could manage a solitary 
existence. 

20%, it will be seen, live with their children—a 
daughter, a daughter-in-law, or an unmarried son—while 
4% live in some sort of communal home. This includes 
almshouse, old people’s home, or a common lodging- 
house, of which one of several Rowton Houses is the 
commonest type. In these first two types of dwellings 
there is usually some supervision, but no provision for 
care if the occupant of the room or flat becomes ill, 
while in the common lodging-house any supervision is 


+ During the first two years the number of visits was small : 
few beds were available for patients and the doctors in 
the neighbourhood were not yet fully aware of the 
existence of the services. 
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of the most | cnpectahal, and whee are again no facilities 
whatever for care of even the most trivial illnesses. 

From a study of table 1m it seems that the tendency 
to seek hospital admission is greater among old people 
living alone than among those living with a spouse or 
other members of the family. The proportion who lead 
communal lives in almshouses, old people’s homes, or 
lodging-houses is too small for any deductions. 

I should add that the figures given here for the 
domiciliary visits do not correspond to the total number 
of visits paid. Some patients, notably those who were 
readmitted to hospital, were visited more than once, 
while a few, in times of stress or when it was clear from 
the practitioners’ request that they were in need of 
immediate admission, were not visited at all. This was 
not done willingly, for we recognised the usefulness of 
knowledge of the patient’s home surroundings, relations, 
and friends. 

Habitation 


A further attempt was made to find out in what part 
of the house the old person lived. St. Pancras hortses 
are mostly 19th-century family dwellings dating from 
about 1850, with a basement and three or four floors 
above. As family homes these were not entirely unsatis- 
factory ; but nearly all of them have now been turned 
into tenements in which the elderly often have to rent 
rooms on the top floor or in the basement, because these 
are cheaper. Besides the difficulty of climbing up three 
flights of steep stairs to the top floor or down one flight 
of dark stairs to the basement there is the disadvantage 
that the one w.c. is always either on the ground floor 
or in the garden or backyard, while the tap for cold water 
is usually on the ground floor too, although some houses 
do have an additional tap on one of the half-landings. 

For 667 (56%) of the 1205 new patients visited, the 
situation of the room was recorded (table m1). 


TABLE III—HABITATION OF 667 NEW PATIENTS VISITED 


Basement ja a on aa me mid 63 (9%) 
Ground floor... de “e ae oe ¥ 165 (25%) 
First be ae ‘a “a “a ne - 159 (24%) 
Second ,, << ba in és we .s 117 (17%) 
Top 85 (11%) 
Other floors above the second but not desc cribed ¢ as 

“ten” Pape 48 (7%) 
House or maisone tte .. é4 — es He 30 (56%) 


Of the 30 described as having a house, 2 old men had a 
rather more exciting way of living than the others ; for 
one occupied a caravan and one a small hut on a bare 
piece of land. 

It will be seen that 324 (48%) lived on the ground 
floor or first floor, and were not, therefore, too much 
inconvenienced by steep staircases. 


Living Alone 


Of the 462 patients who were recorded as living alone, 
information about habitation is available for 294 or 
64%. This is a disappointingly low proportion, but is 
perhaps large enough to permit analysis (table rv). 


TABLE IV—HABITATION OF 294 NEW PATIENTS VISITED WHO 
LIVED ALONE 


Basement é< ee oe -" 7 ei 34 (12%) 
Ground floor... ne - éa wr oa 78 (26%) 
First - - ~~ i < ae ay 65 (22%) 
Second ,, Ss ee a ee $e os 48 (16%) 
Top 38 (13%) 
F es above the second but not described as “ top ” 27 (9%) 

House .. os o< oe 4 (2%) 


One can, I think, regard a single basement room, or one 
above the first floor, as unsatisfactory accommodation 
for a patient in the age-group to which I am referring ; 
and on this criterion 147 (50%) of these patients living 
alone were unsuitably housed. 

An attempt was also made to discover whether these 
elderly persons who were living aloné were able to keep 
their room and themselves in a fair state of cleanliness 
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Here again it proved difficult to define 
but it was agreed among the observers— 
and over the six years these have been many—that there 
is a condition which can be called “ primitive,” *‘ filthy,”’ 
or “‘ squalid ’’ but is equally clearly recognisable under 
any of these names. Of 137 old people living alone 
whose living conditions were recorded, 68 (50%) had 
filthy and squalid rooms. 

It is not easy to convey the state in which some of 
these unfortunate* people lived. Often the floor was 
covered with feces swimming in urine, while buckets of 
decaying excreta might be found—the largest number of 
these that I can recall was nine. Commonly there was 
no ventilation, and the stench in some of these rooms was 
unforgettable. Many of these lonely patients seemed to 
have no food at all in their rooms: in fact malnutrition, 
in varying degree, was and still is a not unusual reason 
for admission to hospital. In one room the light of a 
pocket ophthalmoscope was the only light we could find 
by which to examine a patient, and it was therefore 
impossible to determine the nature of the liquid with 
which the floor was covered. In another a policeman was 
found standing rather nervously in a passage, being 
eareful to avoid all contact with the walls, which were 
covered with bugs. These conditions were not always 
associated with poverty: one old man, who was dis- 
covered sitting in a chair in a filthy unheated room on a 
freezing winter evening suffering from pneumonia from 
which he subsequently died, had between £20 and £30 
in his pockets, and had apparently had an income of 
about £10 a week. One cannot be sure whether the ill 
temper and contrariness so often seen in old people 
living alone is caused by their loneliness or whether their 
loneliness is a consequence of their bad temper. That the 
two go together is certain. 


and comfort. 
our terms ; 


Decisions Reached at Visit 


Records of the decision made at the time of visit 
are available in 1037 cases. The gap of 168 between 
patients visited and the records of what was done is 
filled in part by patients who were seen in consultation 
with their doctor, and for whom it was found that 
discussion and advice rather than admission was being 
sought. In a few cases, too, visits were made during the 
winter to patients who were acutely ill but who could 
not at once be given a bed in our hospital, and the 
practitioner was advised to take other steps. 

From table v it will be seen that the majority of those 
visited were recommended for admission ; and by dividing 


REGARDS 1037 NEW 


TABLE V-——DECISIONS REACHED AS 

PATIENTS VISITED 
Admit... ee es. a's or 784 (75%) 
To outpatient de partme mt .. os pit - 82 (8%) 
Patient refused offer of admission .. 30 (3%) 
Admission to St. Pancras not considered necessary 114 (11%) 


Admitted to other nveené w om. on St. Pancras 
waiting-list 6 be 


27 (3%) 
the waiting-list into the three categories I have mentioned 

those urgently requiring admission, those requiring 
admission but with no great urgency, and those whose 
admission for a short while would be of great help to the 
relatives—it was possible to ensure that, except at real 
‘rush’ periods, a bed could nearly always be found for 
a seriously ill patient within one or two days. 


Fate of Those Admitted 


During the six years 1956 patients were admitted, 
and table v1 shows what happened to them during the 
six months following admission. It will be evident that, 


under modern hospital conditions, these elderly patients 
do not, in general, occupy beds for a very long time. 
Only 325 remained in hospital for more than six months, 
and table vm shows that even during the next six months 
discharge is often possible. 


ORIGINAL ARTICLES 


{serr. 17, 1955 573 


TABLE VI-—-FATE OF PATIENTS IN FIRST SIX MONTHS AFTER 





ADMISSION 
Month 
Ist 2nd 3rd 4th | 5th 6th 
Discharged .. 562 307 123 36 31 26 
Died ee 351 71 23 17 il 6 
Transferred .. 56 37 18 1 4 7 


The majority of the patients were disposed of—to use 
a rather unfortunate term—during the first two months 
after admission (table v1). 869 (44%) were discharged 
either to their own home, to a welfare institution or small 
home, or to a voluntary home, and 422 (22%) died. 
A further 93 patients (56%) were transferred either to a 
mental observation block attached to the hospital or to a 
surgical or other ward. But many of the patients who 
required surgical treatment returned to the geriatric 
wards for final rehabilitation, and accordingly do not 
figure among the transfers. The number (52) transferred 
to the mental observation block seems large ; but most 
of these were suffering from senile mental changes which 
had reached a stage where increasing noisiness or anti- 
social habits niade it impossible to continue to nurse 


TABLE VII—-PATIENTS STILL IN HOSPITAL SIX MONTHS AFTER 
ADMISSION 


Discharged Died 





Admitted Transferred Remain 
1949 4 4 1 1 
1950 11 4 4 1 
1951 12 6 4 10 
1952 7 7 5 11 


them in a general ward. Our wards are large, with 30 
beds in each, and only two have a cubicle where such 
patients could be nursed. 

Of the 325 patients (17%) remaining in hospital at the 
end of six months some could probably have been dis- 
charged if there had been more accommodation under 
part m1 of the National s\ssistance Act. Although, in 
London at any rate, such accommodation has increased, 
steadily if slowly, in the early days it was very hard to 
find any authority, voluntary or otherwise, who would 
give a home to, say, an old lady of 93, frail and with a 
colostomy which she had managed perfectly well for 
the past twenty-five years. Even now, such patients 
tend to remain in hospital beds for longer than they 
need, to the detriment of those outside who require 
admission urgently. . 

Of the 1119 patients discharged from hospital, 197 
(17%) had to be readmitted (table vm). 


TABLE VIII-——-READMISSIONS 


Readmitted + - 197 

Readmitted within a year of disc harge a oat 128 (65%) 
more than once .. Je bn 55 (27%) 

Died during @ subsequent readmission aw ns 72 (35%) 


These figures are shown as percentages of the whole, 
and are not mutually exclusive. From them it will 
be seen that the large majority of those discharged 
from hospital did not seek readmission, and that a large 
proportion (35%) of those who did so were in the 
terminal stage of their illness. 

In any geriatric unit a high death-rate is to be expected, 
and is indeed some evidence that the beds are being used 
for their proper purpose—to take care of the sick and 
not merely to admit patients for whom there is a fair 
chance of recovery or improvement. Of the 1956 patients 
admitted, 677 (35%).died during the twelve — 
after their admission. 

The figures I have given will, I hope, be some 
encouragement to those who still feel that elderly 
patients, of the type I have tried to define, need 
not be classed as “‘ chronic,’ and, if. properly cared fon 
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can show as good a rate of improvement as many of their 
younger contemporaries. 

A certain proportion will of course be irremediable. 
Most of these will be suffering from arterial disease— 
either hemiplegies whose brain has been seriously 
damaged by an initial or recurrent cerebrovascular 
accident, or patients with what, for want of a better 
term, can be called generalised cerebral arteriosclerosis. 
Others include those with rheumatoid arthritis or osteo- 
arthritis whose joints have become fixed in such a 
position that they are permanently immobilised. Although 
surgical intervention can be of great help to some 
arthritics, it will succeed only in those who are mentally 
alert and willing to coéperate with the surgeon in treat- 
ment: all too often this is not the case and it is then 
difficult to press the surgeon too hard. 

The number of these irremediable patients naturally 
varies, but at present I have in my wards 35 of them. 
They are not likely to improve further, either physically 
or mentally, and should be taken care of in a long-stay 
annexe of the type to which I shall refer later. 


After Discharge 

To assess the value of work done in any part of a 
hospital it is useful to have a scheme whereby patients 
can be followed up and a note made of their progress at 
regular, not too frequent, intervals. The younger patients 
can usually be seen in an outpatient clinic ; but attend- 
ance is difficult for many of the older ones, who cannot 
walk to the hospital, cannot cope with public transport, 
and cannot afford taxis. They can, of course, be brought 
by ambulance ; but this is an expensive and overworked 
method. Instead, therefore, we arranged for a group of 
patients to be visited in their homes by the almoner six 
months after their discharge from hospital; and the 
information thus obtained has been of great value. The 
patients (246 in number) were discharged from hospital 
between June 1, 1953, and Sept. 2, 1954, and the findings 
six months later are set out in table rx. 


TABLE IX—STATE OF 246 PATIENTS SIX MONTHS AFTER 
DISCHARGE FROM HOSPITAL 


Active .. ; + as a <a a 98 (40%) 

Housebound oe ie ae a o% Se 68 (28%) 

Bedridden ae as ve és és ak 16 (6%) 

Dead oe ‘ - - -_ bus Pe 64 (26%) 
Total eo a ee 246 


That 40% should be active is encouraging. The 28% 
who are described as ‘‘ housebound’’ are often active 
enough in their own room to be moderately independent, 
though they cannot go out of doors, because their home, 
or room, is not suited to their disability. The number 
who become bedfast is low—6% of the total. 


The Future 


What then of the future? For on the right answer 
to this question depends the development of geriatrics. 

Let us look first at the immediate future. The elderly 
sick, of the type to which I have been referring, should 
be received into wards which are part of an acute general 
hospital. Here they will enjoy the same advantages of 
diagnosis and treatment as their younger contemporaries. 
Thereafter one of five things may happen. 

1. A substantial proportion will die, the majority 
within two months of admission. This is medically 
inevitable and should not be regarded as evidence of 
failure or reason for despair. 

2. A large proportion will return to their own homes ; 
or, if these are not suitable, to a welfare or voluntary 
home. Once again the discharge of most of these patients 
will be within two months of admission. Some of those 


returning to their own homes will need no further help 
to maintain themselves in independence: either they 
will have the help of a capable spouse, or other member 
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of the family, or they will be well enough to manage 
alone. 

3. Others, who are more infirm, or live alone or have 
elderly and frail spouses, will need aid from some outside 
source. The local authority can supply home helps, 
district nurse, or a midday meal. 

In St. Pancras the Invalid Meals Service has a kitchen 
with three vans, and the borough council makes a sub- 
stantial contribution to its funds. This body supplies 
much more suitable meals for frail and elderly patients 
than is given by the ordinary meals-on-wheels service. 
A meal should be supplied on at least five days a week ; 
it will then usually be possible for some of Friday’s meal 
to be used on Saturday, and for some other arrangement, 
as often as not a friendly neighbour, to be used for 
Sunday. 

A coéperative local authority can be of great help to 
the hospital in resettling patients who are ready for 
discharge. In St. Pancras we have been lucky, and the 
willingness with which the medical officer of health and 
his staff have assisted and coéperated with me has greatly 
helped in any success we may have had. During the 
period under review 170 patients were discharged hdéme 
from my wards to their own home, where, with the 
assistance of a home help they were able to resume an 
independent life. In addition, a number of elderly 
people, some of whom had been patients of mine, were 
supplied with home helps through their own doctor. 

Other amenities, such as a wireless set, can also be 
provided. 

4. In the past, and indeed in the present, also, there was 
too often a tendency to try and whip all the somewhat 
frail elderly persons off to a home. Not only is this an 
expensive way of looking after people who do not really 
need such care but it is also quite often against the 
wishes of the elderly themselves, who would prefer to 
remain in familiar, if humble, surroundings with familiar 
scenes and objects around them. For some frail persons, 
however, homes where a certain amount of care can be 
given are a necessity. It has hitherto been a vexed 
question whether these homes should be the responsibility 
of the National Health Service or of the welfare authority. 
In the absence of a joint-user agreement, it seems 
probable that these homes should either be the care of 
the regional hospital boards or that the medical staff 
of the hospital by whom the patients have been treated 
should be asked by the welfare authority to continue to 
supervise their health. This must not be regarded as a 
form of empire-building by the hospital staff, but as a 
means of securing the most economical use of both welfare 
and hospital beds. An easy method of transfer between 
home and hospital is essential, and the fewer adminis- 
trative barriers there are the less will elderly patients 
object to a transfer back to hospital, which will, after 
all, be to familiar surroundings, should their condition 
demand it. 

5. There remain those patients—happily comparatively 
few—-whose disability is such that after treatment they 
remain unable to lead an independent life even if all the 
services available are employed on their behalf. They are 
for the most part chairfast, and a few are bedfast. <A 
large number will be suffering from the effect of a cerebro- 
vascular accident, or accidents, will be doubly incontinent, 
and will show mental deterioration of varying degree. 
Others will be immobilised by severe arthritis, cardiac or 
pulmonary disease, or other ailments. 

In many hospitals there has been a fear that, once 
admitted, these patients would gradually increase in 
number until every bed was filled by them. Experience 
has shown, however, that this does not happen. Equili- 
brium is reached in a comparatively short time—about 
four years—-when the new intake of such patients is 
roughly equalled by the deaths of others. 

These patients, however, do not require to be cared 
for in a hospital bed with full medical, nursing, and other 
services. They are no longer sick in the true sense of the 
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word, but are suffering from a grave and crippling 
disability. They should, therefore, be taken care of in a 
long-stay annexe, attached to (but not necessarily a 
part of) the general hospital. In this annexe they should 
remain under the same medical care as when in hospital, 
so that if there is any development in treatment that 
might assist them or if their condition changes signifi- 
cantly, they can readily return to the hospital. Such a 
long-stay annexe should probably contain about a 
quarter of the number of beds available in the hospital 
for the treatment of the patients to whom I am referring. 
* * * 

Thus the pattern for the future, as I see it, will be 
composed of a number of beds in an acute general 
hospital, closely linked’ with accommodation for frail 
though ambulant patients and with annexes for the chair- 
fast or bedfast. These should all remain the responsibility 
of the health service, although the welfare authority may 
have a joint-user agreement for some of the Homes. 

But we have to keep in mind not only the management 
but also the prevention of many of the diseases of old 
age; and here I believe that improvement in housing 
will do a great deal. The principle laid down by Edwin 
Chadwick over a hundred years ago that dirt, ignorance, 
and overcrowding are supremely important factors in 
the prevalence of disease is as true today as it was then. 
It is to the elimination of these factors, and with them the 
loneliness and boredom that so often accompany old age, 
that we can look for the removal of a most potent cause 
of the disabilities of the last part of life. 


ACCIDENTAL ADRENALINE OVERDOSAGE 
AND ITS TREATMENT WITH PIPEROXAN 


BERNARD J. FREEDMAN 
M.B. Lond., M.R.C.P. 
CONSULTANT PHYSICIAN, CAMBERWELL GROUP OF HOSPITALS, 
LONDON 


PUBLISHED cases of adrenaline overdosage fall into 
several categories : 

(1) To prolong the duration of local anesthesia, adrenaline 
is administered, mixed with the anesthetic, in concentrations 
of from 1 in 50,000 to 1 in 100,000. As solutions in high 
dilution tend to lose potency, it is the custom of some surgeons 
to use freshly prepared mixtures derived from the standard 
1 in 1000 solution. Overdosage has arisen through errors in 
dilution both by surgeon and pharmacist, and through errors 
of prescription on the part of the surgeon. 

(2) Overdosage has taken place from’ giving millilitres 
instead of the same number of minims, 

(3) Adrenaline for inhalation as a spray is used in a wide 
variety of concentrations, from 1 in 10,000 (nebula adrenaline 
B.P.C.) to 1 in 10, the 1 in 100 solution being in fairly 
common use. Overdosage has arisen in asthmatic subjects 
from injecting a strong solution, intended for inhalation, in 
the mistaken belief that it was the 1 in 1000 solution. 

(4) A common factor in several of these accidents was the 
fundamental error of omitting to read the label on the container. 


Adrenaline overdosage, both lethal and non-lethal, 
may be less rare than the number of recorded cases 
suggests, owing to an understandable reluctance to 
report them. Apart from the tragedy of needless loss 
of life, practitioners lay themselves open to actions for 
negligence. Awareness of the pitfalls should assist in 
their avoidance; but, if in spite of this an accident 
happens, it is helpful to have some means of treatment 
at one’s disposal. The following case is believed to be the 
first in which an overdose of adrenaline was successfully 
treated by administering an adrenolytic substance. 


Case-report 


The patient gave a history of attacks of bronchitis since 
early childhood, but it was not until she was 22 years old 
that she began to suffer in addition from asthma. The attacks 
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of asthma were of mild to moderate severity and were con- 
sistently relieved by subcutaneous injections of 5 minims 
(0-3 ml.) of 1 in 1000 adrenaline solution. They could often 
be kept at bay by isoprenaline sulphate tablets absorbed 
sublingually. As asthma occurred only about twice a year, 
adrenaline injections were infrequent, and no _ tolerance 
was acquired, 

She was admitted to hospital, at the age of 34, in the 
36th week of her first pregnancy, because her blood-pressure 
had risen to 165/100 mm. Hg. With rest and sedation it 
fell to 140/90 mm. Hg. There was no albuminuria. 

Delivery at term was assisted by forceps extraction. In 
spite of the fact that no solid food had been taken for many 
hours previously, she vomited copiously early in the induction 
of anesthesia, and some of the vomit was inhaled. The 
respiratory tract was cleared by swabbing and endotracheal 
suction. Three hours later her breathing became distressed, 
with increasing dyspnea. She seemed to be suffering from 
asthma and, in reply to an inquiry, stated that her usual 
dose of adrenaline was 5 ml. This quantity of adrenaline 
hydrochloride solution was then injected intramuscularly. 
This was 17 times the correct dose. 

The error was immediately recognised and my advice was 
sought. When seen five minutes after the injection, the 
patient was pale, cyanosed, and collapsed. Her pulse was 
regular at 172 per min., the respiration-rate was 40, and 
blood-pressure 90/60 mm. Hg. Numerous medium-pitched 
rhonchi, mainly inspiratory, were heard in all areas _Piper- 
oxan hydrochloride 10 mg. was forthwith inje«ted intra- 
venously. Her general condition, colour, and respirations 
improved gradually during the next two hours, and her 
blood-pressure rose to 125/80 mm. Hg. However, her 
pulse-rate rose further to 180. 

Except for the tachycardia, which may have been partly 
due to the piperoxan, her condition was mainly attributable 
to the consequences of inhaled vomit (early bronchopneu- 
monia). Radiography confirmed the presence of patchy 
bronchopneumonia. She was treated with oxygen, intra- 
muscular penicillin, and triple sulphonamides orally. Her 
subsequent progress was rapid and satisfactory. 


Composition of Adrenaline Solutions 


In Britain adrenaline is manufactured by two firms : 
Burroughs, Wellcome & Co. produce a _ synthetic 
preparation which contains 1 mg. of l-adrenaline as the 
acid tartrate in 1 ml. of solution; and Parke, Davis & 
Co. Ltd., produce a solution of the same concentration 
of animal origin, which consists of the hydrochlorides 
of adrenaline (80%) and noradrenaline (20%), this being 
the proportion in the normal adrenal medulla. Our 
patient was given 5 ml. of the latter preparation and 
therefore received intramuscularly 4 mg. of adrenaline 
and 1 mg. of noradrenaline hydrochlorides. 


Deterioration of Adrenaline Solutions 


Argent and Dinnick (1954) have drawn attention to the 
fact that adrenaline solutions may deteriorate and 
lose potency on prolonged storage, and that survival 
from what may appear to be a gross overdose may, in 
fact, be due to the use of an inactive preparation. They 
cite the accidental injection of 10 ml. of adrenaline 
hydrochloride solution into a baby aged 7 weeks, and 
the same amount into a woman of 35, without observable 
effect on either. These are quantities from which one 
could certainly have expected a fatal outcome, but 
subsequent examination disclosed that the solution was 
inactive. 

Somers (1954) points out that adrenaline hydro- 
chloride B.P., not intended for injection, has poor 
keeping qualities, but that the tartrate is stable for at 
least six years. However, Messrs. Parke, Davis inform 
me that they have assayed their adrenaline hydrochloride 
from both vials and ampoules, and found it to retain 
its full potency for at Jeast two years from the date of 
manufacture. This was the preparation administered 
to our patient. 

What is a Lethal Dose ? 


The British Pharmacopeia gives the maximal thera- 
peutic dose by subcutaneous injection as 0-5 mg. Deter- 
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mination of the lethal dose from case-reports is com- 
plicated by the likelihood that large non-lethal doses 
may have consisted of inactive material, and by the 
possibility that very small lethal doses may have been 
injected unintentionally into a vein or into tissues from 
which absorption is exceptionally rapid. The Jethal 
intravenous dose is very much smaller than the sub- 
cutaneous one, the ratio being from 1:50 (Gaddum 
1955) to 1 : 75 for rabbits (Starkenstein et al. 1938). 
The lethal-intramuseular dose presumably lies between 
the subcutaneous and intravenous doses, approximating 
to the former. 

The following summaries of previously reported cases 
and the consequences of injection are instructive in 
that they illustrate how accidents can arise. 11 fatal 
and 3 non-fatal cases have been reported, but there is 
reason to believe that these represent but a fraction of 
the true number that have occurred. 


Fatal Cases 

CasE 1 (Lancet 1947a).—3 mg. apparently intravenously 
to a man aged 42. Died in two minutes. For the treatment 
of varicose veins by injection the doctor withdrew from a 
vial the last 2 ml. of ‘ Etalate.’ He then withdrew into the 
same syringe 3 ml. of 1 in 1000 adrenaline solution, believing 
it to be etalate. The vial of adrenaline had, however, found 
its way into an empty etalate carton. The vial was not 
removed from the carton, and its label consequently was 
not read. 


Case 2 (Lancet 1947b).—4 mg. subcutaneously to a man. 
In the mistaken belief that it was procaine, 4 ml. of 1 in 1000 
adrenaline solution was injected for reduction of dislocated 
thumb. Symptoms occurred in a few minutes, and the 
patient died in half an hour. Error due to failure of both 
nurse and doctor to read the label. 


Case 3 (British Medical Journal 1950, Medical Protection 
Society 1952).—5 mg. subcutaneously to a man aged 32. 
5 ml. of 1 in 1000 adrenaline solution was injected (for 
removal of @ cyst in the neck) in the mistaken belief that it 
was a suitable procaine-adrenaline mixture. The patient 
complained of headache and abdominal pain during the 
injection of a further 2 ml. and died shortly afterwards. The 
quantity responsible seems to have been 5 mg. Both nurse 
and doctor failed to read the label. The same solution had 
been used on two previous cases without ill effect, but the 
doses were not stated. 


Case 4 (Fischer 1920).—10 mg. subcutaneously to a man 
aged 35. 10 ml. of 1 in 1000 solution injected (for peroneal 
nerve block) instead of procaine-adrenaline mixture. Nurse 
failed to read the label. Symptoms were palpitations and 
pain in nape of neck and occiput; patient died six minutes 
later. 


Case 5 (Ziemke 1925).—10 mg. intramuscularly (?) to a 
man aged 50. Injection of 10 ml. of solution containing 1% 
procaine and 1 in 1000 adrenaline into buttock for relief of 
sciatic pain. Symptoms were palpitations and anxiety ; 
patient died in ten minutes. The doctor gave spoken instruc- 
tions, without written confirmation, for 100 ml. of 1% procaine 
with ‘a couple of grammes ”’ of adrenaline, and the phar- 
macist, who checked, but inadequately, made up the 
above-mentioned mixture. 


Case 6 (Mayer and Berg 1935).—10 mg. subcutaneously 
to a woman aged 30. Headache and vomiting occurred 
five minutes after the injection, death in forty-five minutes. 
Pharmacist’s error in making up procaine-adrenaline mixture. 


Case 7 (Killpack 1952).—Over 10 mg. subcutaneously and 
intramuscularly to a male aged 20, for block anwsthesia of 
abdominal wall, for drainage of perinephric abscess. Died 
about three hours later with pulmonary edema. On request 
the theatre nurse mixed equal parts of procaine and 1 in 1000 
adrenaline, and 20 ml. or more of the mixture was adminis- 
tered. It seems that the concentration was not stated by 
the doctor and not queried by the nurse. 


Case 8 (personal communication).—-40 mg. subcutaneously 
to a young adult female. Injection of 40 ml. 0-5% procaine 


containing 1 in 1000 adrenaline for local anesthesia. Patient 
complained of nausea and died in a few minutes. 
lay in a faulty prescription. 


The error 
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Case 9 (Hval and Thomassen 1940).—50 mg. subcutaneously. 
An asthmatic male, aged 53, injected into himself 0-5 ml. of 
a 10% adrenaline solution intended for use as a spray for 
inhalation. 

Case 10 (Gormsen 1939).—60 mg. subcutaneously. An 
asthmatic female, aged 42, injected into herself 0-6 ml. of a 
10% adrenaline solution intended for use as a spray for 
inhalation. Death in a few minutes. 


Case 11 (Wichels and Lauber 1931).—75 mg. subcutaneously 
to a female aged 28. 75 ml. of 1 in 1000 adrenaline in mistake 
for procaine-adrenaline mixture. Dyspncea and palpitations 
came on in a quarter of an hour; after an hour and a half 
she felt well, but soon afterwards she became dyspneeic, and 
she died at the fourth hour from pulmonary cedema. Error 
apparently due to failure to read the label. 


Case 12 (Starkenstein and Langecker 1934).—Fatal case 
in which a highly ambiguous prescription was not checked 
as regards the doctor’s meaning by the pharmacist, who made 
up 50 ml. of 1 in 1000 adrenaline containing 0-5% procaine, 
The amount injected is not stated. 


Excluded from the foregoing are reports on fatal 
cases where the patients were under chloroform ‘or 
cyclopropane anesthesia, patients who were the subject 
of advanced coronary-artery disease, and those in whom 
the solution was injected into unusual sites, favouring 
a very rapid absorption (Perret 1941). In these circum- 
stances death may take place from doses within the 
therapeutic range. It is by no means implied that adreno- 
lytic substances are useless in such cases. There is ample 
experimental evidence that they protect against ventricu- 
lar fibrillation in animals anesthetised with chloroform 
(Shen 1938) or cyclopropane, though it is unlikely that 
they can be effective once fibrillation has set in. Also 
excluded from the foregoing are poorly documented case- 
reports. 


Spontaneous Recoveries 

CasE 13 (McGinty and Baer 1947).—5 mg. intramuscularly 
to a man aged 33. 5 ml. of a 1 in 1000 solution was injected 
for diagnostic purposes to evoke malarial parasites in the 
peripheral blood. Symptoms were headache, constricted 
feeling in throat, and precordial distress. The blood-pressure 
rose from 120/80 mm. Hg at five minutes to 160/96 at thirty 
minutes. 0-5 ml. had been ordered (verbally 7%), and the 
nurse gave 5 ml. Improved greatly at six hours; well 
next day. 

Case 14 (Horwitz 1947).—7 mg. intramuscularly to a man 
aged 21 with urticaria. Slight headache only. The blood- 
pressure rose from 130/75 mm. Hg to 220/90 and the pulse-rate 
from 80 to 128, falling to normal after five hours. 7 ml. 
was given instead of 7 minims of a | in 1000 solution. 


Case 15 (Kleeblatt 1922)—8 mg. subcutaneously to a 
woman aged 30 with neuralgia. 8 ml. of 1 in 1000 solution 
containing 1% procaine. Pharmacist’serror. The adrenaline 
was synthetic and is assumed to have been in the levo form. 


Conclusion 

From these case-reports it appears that the minimum 
lethal subcutaneous dose for a human adult is about 
4 mg. and the maximum tolerated dose 7-8 mg. This is 
considerably less in terms of mg. per kg. body-weight 
than for laboratory animals. Approximate comparative 
figures are: man (L.D. 399) 0-15 mg., rabbits 15-0 mg., 
and other animals 2-5—20-0 mg. (Gaddum 1953, 1955). 


Adrenaline Antagonists 
Blocking Agents 

Adrenergic blocking agents * fall into several groups, of 
which the following are the main ones : 

Ergot alkaloids : ergotamine, ergocornine, ergocristine and 
ergocryptine, and their dihydro derivatives, in order of 
increasing potency. 
* The term “‘ adrenergic blocking agent ” denotes a substance 

that specifically inhibits certain responses of effector cells 
to adrenaline, related amines, and sympathetic nerve 
impulses, 
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Benzyl chloroethylamines : 
amine (‘SKF 688A ’). 
Yohimbine group, including ethyl yohimbine and cory- 
nanthine. 
Imidazolines : 
(‘ Regitine ’). 
Benzodioxanes : 


dibenamine and phenoxybenz- 


tolazoline (‘Priscol’) and phentolamine 


‘-883F ’ and piperoxan (‘ 933F ’). 


An ideal substance for antagonising the effects of an 
adrenaline overdose should have the following character- 
istics: (1) action limited to antagonising the effects 
of an excess of circulating adrenaline (i.e., adrenolytic) ; 
(2) absence of inhibition of sympathetic nerve impulses 
(i.e., non-sympatholytic) ; (3) absence of side-effects ; 
(4) duration of action brief and comparable with that 
of the injected adrenaline. 

Many of the substances listed above do not fulfil 
these criteria : 

Ergot alkaloids have a stimulant action on smooth muscle, 
from which even their dihydro derivatives are not entirely free. 

Chloroethylamines have an unduly prolonged action lasting 
three or four days after a single injection, and may leave 
residual effects for longer periods. Unless the dose is nicely 
adjusted, they cause profound hypotension which cannot be 
reversed during their period of action by giving pressor amines. 

Imidazolines appear to produce an equilibrium type of 
blockade and are sympatholytic. Side-effects from hypo- 
tensive doses are relatively common. Phentolamine is worthy 
of consideration. 

Yohimbine and ethyl yohimbine administered orally to mice 
give significant, though not marked, protection against 
adrenaline (Loew and Micetich 1948) ; but too little is known 
of their effect in man to recommend them for the treatment 
of overdose. 

Benzodioxanes.—Fourneau synthesised a large number 
of dioxanes exhibiting adrenergic blockade, and in 
1933 Se reported the synthesis of 2-diethylamino- 
methyl-1 : 4-benzodioxane (883F) (Fourneau et al. 1933) 
and showed that it was adrenolytic and sympatholytic 
(Fourneau and Bovet 1933a) and protected mice against 
lethal doses of adrenaline (Fourneau and Bovet 1933b). 

Bacq and Fredericq (1934) reported on the action of 
an allied substance, 2-(1-piperidylmethyl)-1 : 4 benzodi- 
oxane hydrochloride (933F), supplied to them by 
Fourneau and now known as piperoxan. In suitable 
doses it was adrenoly.ic but not sympatholytic. In 
very large amounts (40-80 times the effective adreno- 
lytic dose) and approaching the largest tolerated dose 
it is also sympatholytic. It is the absence of the latter 
effect in suitable dosage which seems to make it the 
drug of choice to antagonise the action of an excess 
of circulating adrenaline. In intravenous doses of 0-25 mg. 
per kg. body-weight it reduces the hypertension of 
patients with pheochromocytoma to normal levels, but 
lacks this effect on most cases of hypertension not due 
to an excess of circulating adrenaline (Goldenberg et al. 
1947). Its action is prompt but transient. Injected in 
the course of two minutes, in cases of pheochromocytoma 
with persistent hypertension, it causes a blood-pressure 
fall which is fully developed at the conclusion of the 
injection and may remain so for a few minutes. The 
pressure gradually rises and reaches its original level after 
fifteen to twenty-five minutes. The period of action of 
piperoxan may be expected to cover that of the acute 
symptoms of adrenaline overdose. Since the vasocon- 
strictor effect of adrenaline delays its absorption after 
subcutaneous or intramuscular injection, intravenous 
piperoxan, if injected promptly, can be expected to 
‘** race’? the adrenaline to the effector organs. 

Piperoxan is relatively free from side-effects. Tachy- 
cardia, headache, and flushing have occurred in a small 
proportion of those to whom it has been given. The 
rise in blood-pressure that it sometimes causes in normo- 
tensives and essential hypertensives (Emlet et al. 1951) 
and consequential symptoms in advanced arterio- 
sclerotics (Green and Peterson 1950, Fremont 1954) are 
hardly relevant to the case of adrenaline overdose. 
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No doubt other adrenergic blocking agents may be 
suitable, but much of the experimental work which has 
been done on animals may not be directly applicable to 
man. In an emergency any readily available agent 
would be worthy of trial. In particular phentolamine, 
2-(N -p-tolyl-N -[-m-hydroxypheny]]-aminomethy]) -imida- 
zoline hydrochloride, suggests itself as an alternative. 
Like piperoxan, it has been used as an aid to the diagnosis 
of pheochromocytoma (Gifford et al. 1952, Iseri et al. 
1951) but it is both adrenolytic and sympatholytic 
(Longino et al. 1949). It is relatively free from side- 
effects. A suitable intravenous dose would probably be 
5-10 mg. 

Members of the benzodioxane, ergot, and yohimbine 
groups probably exert their adrenergic blocking effect by 
competing against adrenaline for alcoholic hydroxyl and 
amino-group receptors. They possess in common a 
benzene ring linked through oxygen to ethylamine in 
similar spatial configuration (Seed and Calkins 1949). 


ADRENALINE 


O—CH3 
( | 930 F 
C2Hs : 
o—c—c—ne (adrenolytic) 


' 
H2 H2 \catts 


O—CH2 
cy | PIPEROXAN 
o—c—c—nC , (adrenolytic) 


H H2 


Cholinergic Substances 

Apart from blocking agents, cholinergic substances, 
which act as “ physiological’ antagonists, may possibly 
afford protection. Loew and Micetich (1948) have 
shown that acetyl-8-methylcholine (‘ Mecholyl’) signifi- 
cantly reduces the adrenaline mortality in mice. Moller 
(1942) claims successful treatment of a girl, aged 12 years, 
who received adrenaline 20 mg. subcutaneously (0-2 ml. 
of a 10% solution intended for use as a@ spray). Twenty 
minutes later she was given carbachol 0-375 mg. and, later, 
amyl nitrite inhalations ; recovery ensued. One would 
have expected this doge to be lethal within a few minutes, 
and the probability that the preparation had lost much 
of its activity casts doubt on the validity of the treatment 
given. 

Recommendations 
Prevention 

(1) Adrenaline solutions intended for inhalation as a 
spray should be made up in the lowest concentration 
known to be effective for the patient, and in any eyent 
not higher than 4 mg. per ml. (0-4%). This is 40 times 
the concentration in adrenaline spray (neb. adrenal.) 
B.P.C. Adrenaline and atropine compound spray (neb. 
adrenal. et atrop. co.) B.P.C. contains 0-5%. 

(2) Theroutine use of commercially prepared stable local 
anesthetic-adrenaline mixtures in a concentration suitable 
for immediate use would eliminate errors in prescribing 
and dispensing and avoid the need for making up mixtures 
in the theatre. 

(3) The adoption of metric units would prevent the 
17 times overdosage that results from giving millilitres 
instead of minims. Adrenaline solution must be one of 
the very few drugs whose dosage by injection is still 
conventionally prescribed by some people in minims. 
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(4) The fundamental rule READ THE LABEL. ON THE 
CONTAINER BEFORE USE should be given repeated empha- 
sis throughout nurses’ and medical students’ training. 
‘** Container ’’ means the actual vessel and not the carton. 
If a container is found whose label has become detached, 
its contents should be forthwith discarded. The tempta- 
tion must be resisted to identify the contents merely by 
the appearance of the container. Many fatalities have 
taken place with various drugs because of the existence 
of bottles, vials, or ampoules whose general appearance 
was similar or identical except for the label. 


Cure 

If an overdose of adrenaline has been given, piperoxan 
should without delay be injected intravenously, 15 mg. 
for an adult weighing 10 stones (63 kg.), and double this 
amount if a very large dose, 20 mg. or more, of adrenaline 
has been given. Great speed is essential because adren- 
aline may be lethal in a very few minutes. If phentol- 
amine is used for treatment, a suitable dose would 
be 5-10 mg. The advisability of keeping a supply 
of piperoxan at hand deserves the consideration of 
anesthetists and surgeons. 


Summary 

A case is reported of the accidental injection of 5 mg. 
of adrenaline (5 ml. of 1 in 1000 solution) intramuscularly, 
and the treatment of this overdose by injecting 10 mg. 
of piperoxan intravenously. 

Similar published accidents are reviewed to define the 
minimum lethal and maximum tolerated doses (these 
appear to be about 4 mg. and 8 mg. respectively) and to 
study the types of error which have given rise to these 
accidents. 

Recommendations are made for the prevention of 
such accidents and for their treatment by adrenolytic 
drugs. 

The pharmacology of adrenergic blockade is briefly 
discussed, and reasons are given in favour of treatment 
with piperoxan. 
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In the present era of antibiotics staphylococcal infec- 
tion remains one of the major problems of surgery. 
Potentially pathogenic staphylococci are ubiquitous in 
the hospital environment, and their capacity to yield 
antibiotic-resistant variants appears to be unlimited. 

A few years after the use of penicillin had become 
widespread in this country Barber and Rozwadowska- 
Dowzenko (1948) showed how the incidence of penicillin- 
resistant staphylococcal infection in a general hospital 
had risen year by year until 59% of the cases of infection 
with Staphyloccus pyogenes yielded penicillin resistant 
strains. Similar reports soon followed from other hospitals 
in England (Forbes 1949, Barber and Whitehead 1949, 
Barber et al. 1949, Cairns and Summers 1950), Australia 
(Rountree and Thomson 1949), the United States (Spink 
1951), France (Chabbert and Terrial 1952), Scandinavia 
(Eriksen 1952, Vogelsang 1953, Wallmark 1954), the 
U.S.S.R. (Glasman 1953), and Chile (Valenzuela Pizarro 
and Vaccaro 1954); and today penicillin-resistant 
staphylococcal infection is quite common even among 
outpatients (cf. Rees et al. 1955). 

Penicillin-resistant infection, however, first became a 
problem among patients in the wards, and all the early 
reports emphasised that most cases were the result of 
cross-infection, and that the only way to stem the tide 
was to increase the aseptic control of the hospital. Never- 
theless the story is now being repeated with the newer 
antibiotics, and today a great deal of hospital infection 
is due to strains of Staphylococcus aureus which are 
resistant to penicillin, streptomycin, and all the tetra- 
cycline compounds (cf. Rountree and Thomson 1952, 
Lowbury et al. 1952, Clarke et al. 1952). What is re- 
garded by most people as good aseptic control has failed 
to prevent this. The present investigation was under- 
taken to see whether the reasons for this failure could be 
elucidated. 


ne Methods 
Source of Strains 


Nasal carriers.—In the maternity unit of this hospital 
for the three months January—March, 1955, nasal swabs 
were taken from all mothers on admission and all mothers 
and babies on discharge. Nasal swabs were also taken 
from allnurses in the maternity unit and from 44 nurses 
in other departments of the hospital. 

Tn all cases the anterior nares was swabbed with a broth- 
moistened swab which was then plated out on nutrient 
agar containing phenolphthalein phosphate (cf. Barber 
and Kuper 1951). Phosphatase-positive colonies were 
picked off on to antibiotic ditch-plates and later tested 
for coagulase by the tube method of Fisk (1940). 

Infective processes.—All strains of Staph. aureus 
isolated from infective processes in the routine laboratory 
between November, 1954, and April, 1955, were tested 
for coagulase by the method of Fisk (1940), and coagulase 
positive strains tested for antibiotic sensitivity. 
Antibiotic Sensitivity Tests 

Strains were tested for antibiotic sensitivity by 
streaking across ditch-plates. For penicillin, ditches 
containing 10 units per ml. were used ; for streptomycin, 
chloramphenicol, oxytetracycline (terramycin), and ery- 
thromycin the concentration used was 50 ug. per ml. 
All the ditch-plates were centrally streaked with the 
Oxford staphylococcus, whose growth stopped at 1-5- 
2-0 cm. from the edge of the ditch with penicillin, 
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TABLE I—NASAL CARRIAGE OF Staph. « aureus IN MATERNITY 


UNIT 
Carriers (%) 
No. ae 
examine a Penicillin- ——oe- 
Total! resistant roe mre | 
strains strains o 
| type 52a 
Nurses 31 | 55 45 26 
Mothers on admission 52 |} 27 5 1-6 
. on discharge 62 48 29 19 
Babies on disc harge 62 92 89 45 


streptomycin, and oxytetracycline, and at about 1-0 cm. 
with chloramphenicol and erythromycin. Strains were 
regarded as resistant if they grew to the edge of, or 
across, the ditch. Minor degrees of resistance were 
ignored ; they were very rare. All the oxytetracycline- 
resistant strains were similarly tested against chlortetra- 
cycline (aureomycin) and the correlation was found to 
be absolute. 


Bacteriophage-typing 

Strains were phage-typed by the method of Williams 
and Rippon (1952), which is based on that of Wilson 
and Atkinson (1945). 


Maternity Unit 


The findings for the maternity unit are summarised in 
table 1 

Of 31 nurses 17 (55%) carried Staph. aureus and 14 
(45%) carried penicillin-resistant strains, of which 8 
were phage-type 52a. 

Mothers on admission showed a quite different picture. 
Of 62 examined 17 carried Staph. awreus, but in only 3 
of these was the organiom penicillin-resistant, and in 
only 1 was it phage-type 52a. On discharge, however, 
30 (48%) of the same 62 women carried Staph. aureus ; 
in 15 (29%) this was penicillin-resistant, and in 12 it was 
phage-type 52a. 

Nearly all the babies in the department picked up peni- 
cillin-resistant strains. Thus of 62 examined on dis- 
charge 57 (92%) were carrying Staph. awreus, 55 (89%) 
were carrying penicillin-resistant strains, and in 28 these 
were phage-type 52a. Penicillin-sensitive strains were 
isolated from 9 babies, of wham 7 also carried a penicillin- 
resistant strain of a different phage-type. 

Table 11 shows that in the vast majority of cases the 
penicillin-resistant strains were sensitive to the other 
antibiotics tested: of 93 penicillin-resistant strains 74 
showed this pattern, and 51 of these strains were phage- 
type 52a. Organisms of this type have predominated in 
the department for many years (Barber et al. 1953) and 
were also the commonest type of staphylococcus isolated 
from the noses of 44 nurses in other departments (see 
below). 

The strains resistant to penicillin, streptomycin, and 
oxytetrac) yeline >» (RRSR)* are of interest. They were all of 








* For explanation see table 1. 
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the same or very gesuy | related ‘phage: type (47/53/77-+ )s 
and this staphylococcus first appeared in the nose of a 
mother (Mrs. C) on admission to the department. Subse- 
quently 9 babies (including Mrs. C’s) and 1 mother 
acquired the organism. Since the first 4 babies infected 
with this strain were in neighbouring beds to Mrs. C, it 
seems probable that she was the source. Where she got 
the organism from is not known, but she had been 
attending the hospital as an outpatient for many years. 

A comparison of the swabs taken from mothers on 
admission with those from their own babies on discharge 
shows that in only 7 of 62 instances were the two results 
the same. In 5 of these both swabs were negative, and 
these were the only babies who were not found to be 
carrying Staph. awreus. Of the 2 cases where the baby 
had picked up the same strain of Staph. aureus as was 
isolated from its mother on admission, 1 was that of 
Mrs. C and 1 was that of a mother who came into the 
ward with the prevalent penic illin-resistant phage-type 
52a organism in her nose. 

It seems clear that most of the babies acquired strains 
of staphylococci from the nurses. In spite of this, how- 
ever, there were few infective processes in the babies 
during the period of study, and all were trivial. During 
the three months 179 babies were born ; 8 had mild con- 
junctivitis, and 6 had minor skin lesions. Staph. aureus 
was isolated from only 3 of these ; 2 of the strains were 
the prevalent type (penicillin-resistant 52a), and 1 was 
penicillin-sensitive. 

Addendum.—A few weeks after the close of the 
investigation a nurse came on duty with a boil on her 


face. Within a few days one baby developed acute 
mastitis—a much more severe infection than any seen 


during the course of study—and another developed 
conjunctivitis. Swabs from all three sources yielded 
strains of Staph. aureus resistant to penicillin and sensitive 
to other antibiotics, and of bacteriophage type 52a. 


Infective Processes 


The antibiotic sensitivity pattern of 100 strains of 
Staph. awreus isolated from infective processes between 
November, 1954, and May, 1955, are given in the lower 
part of table m. It will be seen that 59% were resistant to 
penicillin, 30% to streptomycin, and 26% to oxytetra- 
cycline. Only 3 strains resistant to chloramphenicol were 
found; but this antibiotic is used very rarely in the 
hospital, because of the danger of anemia. All the strains 
resistant to oxytetracycline were also resistant to chlor- 
tetracycline. All the strains were sensitive to erythro- 
mycin. 

Table m1 is an attémpt to relate the antibiotic sensi- 
tivity pattern to the possible source of infection. Out- 
patients have been separated from ward patients, and the 
ward patients have been divided into those whose infec- 
tion is likely to have been acquired outside hospital 
(abscesses and acute infections in new patients) and those 
in which hospital infection is probable. The miscellaneous 
infections in chronic patients include acute infections in 


TABLE II-—ANTIBIOTIC SENSITIVITY OF STRAINS ISOLATED 

















Strains resistant to (%) Sensitiv mo: patterns (% of strains)* 
. No, nT en a ———— —_———__| —— = —————— ———— ———— — _ 
Source tested j , 
. Peni- Strepto- | Chloram- | Oxytetra-| ssSs | RSSS | RRSR RRSS | RRRR | RSRS | SSSR 
cillin mycin phenicol cycline 
Maternity unit : | 
Nurses 18 78 6 6 0 22 | 67 0 0 6 | 0 
Mothers on admission 18 17 11 6 ll ee. 6 | O 6 0 0 
Mothers on discharge 31 58 10 0 3 42 48 3 0 0 0 
Babies on discharge . . 67 87 18 0 15 12 69 13 5 0 0 2 
| RSSR | SRRR 
Other de potas " | -—-- 
Nurses “es 32 78 19 | 3 ) 22 59 | 6 9 3 0 0 0 
Infective proce: s8e8 100 | 59 } 30 | 3 26 40 28 24 1 | 1 1 1 
' 











* s, sensitive ; R, resistant ; 





the letters refer respectively to penicillin, stre otomyc in, c hloramphe nicol, and oxytetracycline. 


These figures are approximate and in some cases represent small numbers. 
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ANALYSIS OF 100 CASES OF STAPHYLOCOCCAL 
INFECTION 


TABLE III- 





Antibiotic s 
sensitivity to Inpatients 
© i niacin 
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8 8 sis 40 | 18 | 22 12 4 6 0 0 
R s s 8 28 10 i8 | 4 0 4 5 5 
R R 8 R | 24 0 | 24 0 0 0 17 7 
R R 8 ~ 4 0 4 0 0 0 3 1 
Other strains fa 4 1 3 0 l 0 1 1 








patients who have attended the hospital for long periods, 
and infections which have been treated for at least a 
month. 
Antibiotic-sensitive Infection 

In 40 patients the infection was due to antibiotic- 
sensitive strains; 18 of these were outpatients, and of 
the remaining 22 ward patients 16 had abscesses (most 
of which were closed on admission) or were new patients 
with acute infections. 6 strains were isolated after 
gynecological operations; 5 of these were from local 
infections of the perineum, and 1 was from a post- 
operative respiratory infection, 


Infection Resistant to Penicillin only (RSSS) 

28 patients yielded strains resistant to penicillin only ; 
10 of these were outpatients, and 4 others were inpatients 
with abscesses. Of the 4 cases following gynecological 
operations 3 were local infections of the perineum and 1 
was a fatal case of septicemia and acute endocarditis 
following total hysterectomy. 

The 5 infections following surgical operations consisted 
of 2 local wound infections, a deep-seated infection of 
abdominal wound involving the peritoneal cavity, an 
abscess of chest wall following radical mastectomy, and 
an empyema following excision of a lipoma. Of the 5 
miscellaneous infections 3 were abscesses in infants born 
in hospital (not in the Maternity Unit discussed above), 
and 1 was a nasopharyngeal infection in a nurse. The 
remaining case was in a diabetic who had been attending 
hospital for years: he developed on one big toe a septic 
spot which led to infection of the foot followed by septi- 
cremia, acute endocarditis, and death. 


Infection Resistant to Penicillin, Streptomycin, and the 
T'etracyclines (RRSR) 

Strains of this pattern were not isolated from out- 
patients or from abscesses or acute infections in new ward 
patients. 17 such strains, however, were isolated from 
surgical infections. These consisted of 11 local infections 
(including 2 burns), 2 empyemas (one after a chest opera- 
tion and the other after colostomy), 1 septicemia, and 
3 cases of enterocolitis. 


The septicemia followed an arterial graft of the femoral 
artery of one leg. The patient showed signs of local infection 
within twenty-four hours of operation, and part of the graft 
sloughed away. Acute septicemia followed, and after a tem- 
porary response to chloramphenicol the patient died. 

The 3 patients with enterocolitis all developed acute cholera- 
like diarrhcea a few days after an operation, but 2 of them 
eventually survived. The one who died was operated on for 
carcinoma of the cesophagus and was givén oxytetracycline 
before the operation. Necropsy showed acute necrosis of the 
mucosa of the jejunum and ileum, parts of which were com- 
pletely denuded of mucosa, which had separated as a yellowish- 
grey slough. Of the 2 surviving patients one had an aortic 
graft and the other a laminectomy ; neither was given anti- 
biotics before the operation. 

Of the 7 miscellaneous cases 3 were superficial skin infections, 
1 was a mouth ulcer, and 3 were pulmonary infections. The 
3 patients with superficial skin infection included an adult with 
severe pemphigus, a woman with severe dermatitis following 
the dyeing of her hair, and a man with a chronic ulcer of leg 
following puncture to remove cedematous fluid. The first 2 
had been treated for several months with chlortetracycline 
cream before the swab was taken. The mouth ulcer developed 
during the penicillin treatment of a case of pneumococeal 
meningitis. 

Of the 3 patients with pulmonary infections 1 had been in 
hospital for many months on streptomycin therapy for 
tuberculosis; 1 had unresolved pneumonia and had been 
treated with penicillin and oxytetracycline ; and 1 had cor 
pulmonale and bronchopneumonia. In this last case the 
sputum, on admission, yielded coliform organisms only, but 
three weeks later these were replaced by antibiotic-resistant 
Staph. aureus. 


Infection Resistant to Penicillin and Streptomycin (RRSS8) 

Only 4 cases of this type of infection were observed : 3 
followed surgical operations, and 1 was an eye infection in 
a baby born in hospital (not the maternity unit). Of the 
3 postoperative cases 1 was a local wound infection, 1 
was an infection of hand which developed in a patient 
recovering from retropubic prostatectomy, and 1 was 
a septicemia after prostatectomy and responded to 
chlortetracycline. 


Other Infections 

An outpatient with extensive exfoliative dermatitis yielded 
a strain resistant to penicillin, streptomycin, chloramphenicol, 
and the tetracyclines. This followed prolonged local treatment 
with streptomycin and chlortetracycline cream. 

A patient with a chronic and extensive ulcer of leg yielded 
a strain resistant to all the above-mentioned antibiotics 
except penicillin. He had had prolonged local treatment with 
streptomycin and chloramphenicol. 

A strain resistant to penicillin and oxytetracycline was 
isolated from a mediastinal infection following perforation of 
the cesophagus. 

A strain resistant to penicillin and chloramphenicol was 
isolated from the eye of a child; eight months earlier the 
child had had a stye, which was treated for five days with 
chloramphenicol drops and cream. 


Bacteriophage Types in Relation to Antibiotic 
Sensitivity 


Table tv shows the antibiotic-sensitivity pattern in 
relation to bacteriophage group. The groups are those 
recommended by Williams et al. (1953) : group 1 includes 








TABLE IV-——BACTERIOPHAGE GROUPS IN RELATION TO ANTIBIOTIC SENSITIVITY 











Antibiotic sensitivity to ie eae eS Strains from infective processes 
Peni- Strepto- Chloram- | Oxytetra- No. Group Group Group Non- No. Group Group Group Non- 
cillin mycin phenicol cycline studied 1 Il | 1 | typable | studied I | a mi =| typable 
s x 8 8 1 14 9 11 7 os is m 
R ~ ~ - 74 51 6 14 3 23 8 4 il 0 
K R 8 R 11 0 0 11 0 23 0 0 23 0 
R R 8 8 6 0 0 6 0 5 0 0 | 5 0 
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types 29, 52, 52a, and 79; group 1 34, 3B, 3c, 55, and 
71; group m1 6, 7, 428, 47, 53, 54, 70, 73, 75, and 77; 
and type 42p remains separate. It will be seen that the 
sensitive strains are fairly evenly distributed in all the 
groups. Strains resistant to penicillin only also occur in 
all three groups, although most of the maternity unit 
strains fall into group 1 (which includes type 52a). 
Strains of all other antibiotic-resistant patterns were 
universally group 11. Most of these group-m1 strains 
gave reactions with the phages 47, 53, 54, and 77, but 
three other types were found. 


Source of Postoperative Infections 


Of 26 infections occurring after operation in the general 
surgical wards none was due to an antibiotic-sensitive 
strain, and 17 were due to strains resistant to penicillin, 
streptomycin, and the tetracyclines. All were phage- 
group 111, and 12 were the same phage-type. In spite of 
this no single source of infection was found. The 17 cases 
from which organisms of this antibiotic pattern were 
isolated occurred in six months in ten different wards ; 
hence the rate of infection per ward was low. During the 
whole of this period no ward had more than 3 such cases ; 
they were in patients operated on by nine different 
surgeons in three different operating-theatres. 

In an attempt to find carriers nasal swabs were taken 
from 44 nurses in the surgical wards. 32 strains of 
Staph. aureus were isolated from 30 nurses. They are 
analysed in the lower half of table 1. Penicillin-resistant 
strains were isolated from 25 nurses, but only 2 nurses 
yielded strains resistant to penicillin, streptomycin, and 
oxytetracycline and sensitive to chloramphenicol. Anti- 
biotic-sensitive strains were isolated from 6 nurses, all 
of whom were probationers. 

As in most large hospitals, clean and dirty cases are 
admitted to the same wards and operated on in the same 
theatres. This is a possible source of infection. The 7 
chronic patients yielding staphylococci of this pattern 
were in five of the ten wards in which there were post- 
operative patients with this type of infection. The 3 
patients with superficial skin infection had extensive 
lesions which could not be kept completely covered, and 
the 3 patients with pulmonary infections were probably 
coughing organisms into the atmosphere. 


Discussion 


Relationship of Antibiotic Resistance to Phage-groups 

Strains of phage-group uI appear to yield antibiotic- 
resistant variants more readily than do other strains of 
Staph. aureus. Barber and Whitehead (1949) in England 
and Rountree and Thomson (1949) in Australia reported 
that nearly all penicillin-resistant strains of Staph. awreus 
isolated at that time from different hospitals reacted with 
phages which are now classified as group m1. Similar 
reports later came from France (Wahl and Fouace 1952, 
Fouace and Lutz 1953) and Stockholm (Wallmark 1954). 
In a later report of a maternity department (Barber et 
al. 1949) most of the penicillin-resistant strains were 
phage-type 52a (group 1), and organisms of this type 
now appear to predominate in many maternity depart- 
ments. Finally, group-1 strains began to yield penicillin- 
resistant variants (Williams et al. 1953), and today 
penicillin-resistant organisms of all phage-groups are 
found. 

In the present investigation 53 strains of Staph. aureus 
resistant to one or more of the three antibiotics strepto- 
mycin, chloramphenicol, and oxytetracycline were iso- 
lated, and all were phage-group m1. Clarke et al. (1952) 
reported several cases of hospital cross-infection due to 
Staph. awreus resistant to several antibiotics, and all of 
14 strains tested were phage-group m1. In a study of 
infected burns Lowbury et al. (1952) reported that all 
typable strains of chlortetracycline-resistant Staph. awreus 
isolated were phage-group m1, but so were all but two 
of their chlortetracycline-sensitive strains. 


Thus with the newer antibiotics we still appear to be 
in stage one, when the resistant variants are of phage- 
group u1. A few group-I strains are, however, beginning 
to appear among those sent to the Central Public Health 
Laboratory, Colindale. In a series received from Denmark 
in 1952 most organisms resistant to other antibiotics 
than penicillin were group 11, but a few were non- 
typable, and one resistant to penicillin and streptomycin 
was group I. Of 3 other group-1 strains recently 
isolated in this country all were resistant to penicillin and 
streptomycin, 1 was also resistant to chloramphenicol, 
and 1 to chlortetracycline (Rippon 1955). At present 
it is idle to speculate on the reason why group-1iI strains 
yield antibiotic variants more readily than do other 
groups. Perhaps strains of this group are Jess stable than 
those of other groups, or perhaps they are more virulent 
and more readily give rise to infections. 


Origin of Antibiotic-resistant Staphylococci 

The mode of origin of antibiotic-resistant staphylococci 
is a complex subject (see Barber 1953). It certainly varies 
with every antibiotic and possibly with different strains 
of staphylococci. With penicillin the resistant variant 
isolated from infective processes is resistant because of 
the production of penicillinase, by which the organism 
destroys the antibiotic. This type of resistance does not 
occur when penicillin-sensitive staphylococci are serially 
transferred in increasing concentrations of penicillin in 
vitro; nor has the emergence of such a variant been 
recorded with certainty during the treatment of penicillin- 
sensitive staphylococcal infection, since in those instances 
where penicillin-sensitive infection has become resistant 
during treatment phage-typing has usually shown that 
two different strains are involved (Barber and Whitehead 
1949). Penicillin-destroying strains of Staph. aureus 
probably represent mutants, but the mutation is so rare 
that the frequency of such organisms in the hospital 
environment must result from a process of selection and 
cross-infection. 

Resistance to streptomycin, chloramphenicol, and the 
tetracyclines is not due to destruction of the antibiotic ; 
the resistant variants can grow in the presence of the 
active agent. Streptomfcin-resistant variants develop 
with extreme rapidity, since a large inoculum of staphylo- 
cocci will usually contain one or two cells resistant to 100 
or more ug. per ml. A few days’ treatment is often suffi- 
cient to leave these resistant cells a clear field. The use 
of streptomycin is therefore strictly limited, and it is for 
this reason that only 30 of the infective processes in this 
study yielded streptomycin-resistant strains. 

Development of resistance to chloramphenicol is much 
slower, but it is worth remembering that nearly all 
staphylococci are 5-20 times as resistant to this anti- 
biotic as to chlortetracycline (Finland et al. 1950, 
Birnstingl et al. 1952). Strains of Staph. awreus with an 
increased resistance to chloramphenicol began to appear 
in clinical infections between 1950 and 1951, about three 
years after the discovery of the antibiotic (Altmeier and 
Culbertson 1951, Pulaski 1951). Soon after that, however, 
the danger of chloramphenicol to the bone-marrow 
became apparent, and its use was drastically curtailed. 
A sharp fall in the incidence of chloramphenicol-resistant 
staphylococci followed. Thus in a hospital in Washington 
the incidence of chloramphenicol-resistant staphylococcal 
infection was 20% between August, 1951, and May, 1952, 
whereas during the first four months of 1953 the incidence 
was only 6% (Kirby and Ahern 1953). The small number 
of chloramphenicol-resistant organisms isolated in the 
present investigation undoubtedly reflects the fact that 
chloramphenicol is reserved for those cases in which no 
other antibiotic is effective. It is probably significant that 
2 of the 3 patients with chloramphenicol-resistant infection 
had been given local treatment with this antibiotic. 

Reports on chlortetracycline, soon after its discovery 
in 1948, claimed that there was no tendency in organisms 
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to become resistant to this antibiotic either in vitro 
(Paine et al. 1948) or in vivo (Collins et al. 1948). This 
position can no longer be maintained ; and, although it 
remains true that staphylococci do not readily yield 
chlortetracycline-resistant variants, nevertheless today, 
seven years after the discovery of this, the first, tetra- 
eycline antibiotic, strains of Staph. aureus showing from 
20-fold to 50-fold increase in resistance to these com- 
pounds are by no means uncommon in hospital practice 
in England. In the United States such strains occur 
even more frequently. Spink (1954) reported a_ hos- 
pital in which 62-7% of all strains of Staph. aureus 
isolated in 1953 were resistant to chlortetracycline and 
oxytetracycline, and already 18-3% were resistant to 
erythromycin. 

Antibiotic-resistant Infection 

In the present investigation 26% of the infections were 
due to tetracycline-resistant organisms. All these strains 
showed a gross increase in resistance to both chlortetra- 
eycline and oxytetracycline ; but chlortetracycline was 
slightly more effective against these than it was against 
typically sensitive strains (Love et al. 1954); and nearly 
all were also resistant to penicillin and streptomycin. In 
a few cases the resistance of the infecting strains was 
probably the direct result of treatment. This almost 
certainly applies to the 2 skin cases treated for months 
with chlortetracycline cream, but the majority were 
almost certainly cases of hospital cross-infection. 
Enterocolitis 

6 of the 17 postoperative infections with strains resis- 
tant to penicilin, streptomycin, and chloramphenicol 
were severe cases, not confined to the operation wound. 
3 of these were acute enterocolitis, and it is noteworthy 
that the patient who died was the only one given pre- 
operative antibiotic treatment. Finland (1951) first drew 
attention to this condition as a possible complication of 
antibiotic therapy, and during the past eighteen months 
or so 9 such cases, 8 of them fatal, have been reported in 
this country (Gardner 1953, Hay and McKenzie 1954, 
Williams 1954, Frame and Short 1955, Fowler 1955). 
Thus staphylococcal postoperative enterocolitis seems to 
have become an established entity. It must, however, 
be remembered that postoperative pseudomembranous 
enterocolitis has often been reported since its first descrip- 
tion by Finney (1893), and in most cases pathogenic 
bacteria have not been isolated from the feces (Lancet 
1954). 

Preventive Measures 

What then can be done? Great attention has been 
focused on the nasal carriers of antibiotic-resistant 
Staph. aureus among the nurses. It remains doubtful, 
however, whether these are the cause or the reflection of 
the infective processes. In the maternity unit studied 
here strains of Staph. awreus were clearly passing from 
the nurses’ to the babies’ noses and yet there were no 
serious infective processes until a nurse came on duty 
with a boil on her face. On the other hand, in ten surgical 
wards where hospital infection with antibiotic-resistant 
strains was taking place only 2 nurses (1 in each of two 
wards) were found to carry similar organisms in the 
anterior nares. 

It seems at least possible that staphylococci in an 
infective process become more virulent than those carried 
in the nasopharynx, or that staphylococci harboured in 
the nasopharynx tend to become less virulent. Selbie 
(1953), comparing the properties of strains of Staph. aureus 
from clinical infections with those from nasal carriers, 
found that the former as a group were more active than 
the latter in the production of coagulase, although there 
were strains of low and high activity in each group. 
Possibly strains of phage-group m1 are more virulent than 
the 52a strains which predominate in maternity units. 

This does not, of course, mean that the nasal carrier 
can be ignored, and the work of Gould and Allan (1954) 
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suggests that reduction of nasal carriage may, at any rate 
under some conditions, cause a corresponding reduction 
in hospital infection. It is extremely doubtful, however, 
whether chlortetracycline cream should be used for this 
purpose, because its topical application seems to be an 
ideal means of promoting the development of resistant 
organisms. In any case in a ward the presence of one or 
more open infections is probably more dangerous than 
the presence of many nasal carriers. 


Recommendations 


The present investigation suggests two ways of 
attacking the prob'em. The first is, so far as possible, to 
keep clean surgical cases in a clean ward. At least it is 
desirable to separate them from patients with extensive 
superficial staphylococcal lesions which cannot be 
covered and must therefore infect bedding and the 
environment. 

The second is the intelligent use of antibiotics. With 
most of these compounds local treatment for long periods 
is one of the best ways of rendering an organism resistant 
and should therefore be avoided. An exception to 
this rule is neomycin; and this antibiotic or the syn- 
thetic compound | : 6-di-4’-chloropheny]-diguanidohexean 
(‘ Hibitane’) is probably the most suitable agent for the 
local treatment of staphylococcal lesions (Lowbury 1955). 
More important than this, however, is to keep at 
least one antibiotic in reserve. Al the strains here 
recorded were sensitive to erythromycin. Since resis- 
tance to erythromycin develops quickly (Fusillo et al. 
1953), unless its use is rigidly curtailed resistant strains 
will soon appear. Is it too much to ask that it should be 
used only for infections resistant to all other antibiotics ? 

In the first volume of the annals of the Pasteur Insti- 
tute in 1887 Kossiakoff wrote a paper on “ the capacity 
of microbes to adapt themselves to antiseptic media.” 
No bacteria have proved better able to do this than 
staphylococci. It is a neck-and-neck race in which many 
of us tend to underestimate the opponent. Staphylococci 
will not be defeated by the haphazard use of each new 
antibiotic. As new antibacterial agents are discovered, 
let us use them with discrimination. 


Summary 

Of 62 babies born in a maternity unit between January 
and March of this year 55 (89%) left the hospital carrying 
penicillin-resistant strains of Staph. awreus in the anterior 
nares. 

A study of antibiotic sensitivity patterns and bacterio- 
phage types suggested that in most cases the babies had 
acquired these organisms from the nurses rather than 
from their mother. Nevertheless throughout the period 
of investigation there were no serious cases of sepsis. 

Between last November and last April strains of 
Staph. aureus were isolated from 100 infective processes 
in other departments; 59 of these were resistant to 
penicillin, 30 to streptomycin, 26 to oxytetracycline, and 
3 to chloramphenicol. 

Most of the antibiotic-sensitive strains were isolated 
from outpatients or from new patients admitted with 
closed abscesses, whereas a large number of antibiotic- 
resistant infections appeared to have resulted from 
hospital cross-infection. 

Of 24 infective processes yielding strains resistant to 
penicillin, streptomycin, and the tetracyclines, 17 1ollowed 
surgical operation and the remaining 7 occurred in 
chronic hospital patients while under treatment for other 
conditions. The source of these infections is discussed. 

All the strains showing multiple resistance reacted 
with bacteriophages of group III. 

All bacteriophage typing was done at the Central Public 
Health Laboratory, Colindale, by Dr. R. E, O. Williams and 
Dr. J. E. Rippon, to whom I am very grateful for this and for 
much valuable advice. 


References at foot of next column 
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Two broad clinical types of diabetes mellitus are 
generally recognised (Himsworth 1949, Lawrence 1951). 
In the first, the patients, besides having hyperglycemia 
and glycosuria, usually develop ketosis and rapidly lose 
weight unless given insulin injections, to which they are 
often sensitive. In the second type the patients do not 
require insulin and are usually obese middle-aged females. 
They have hyperglycemia and glycosuria but rarely 
develop ketosis unless their diabetes is complicated by 
infection. They generally recover from the diabetic state 
when they lose weight on a low-carbohydrate reducing 
diet and they are relatively insensitive to insulin injec- 
tions. 

Several workers (Groen et al. 1952, Randle 1954, 
Vallance-Owen and Hurlock 1954) have described, for 
the estimation of insulin in normal human plasma, 
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methods based: on the glucose uptake of the isolated rat 
diaphragm. We have used this method to investigate the 
effective plasma-insulin levels in these two groups of 
diabetics. 

Method 

The method previously described by us was used. 
Briefly, the uptake of glucose from undiluted plasma is 
compared with the uptake from buffer solution (Gey and 
Gey 1936) of ionic composition similar to plasma, with 
or without added insulin. 

The standard solutions of insulin used were 1000, 100, 
and 10 micro-units of insulin per ml. The glucose uptake 
was measured in mg. per 100 ml. per 10 mg. (dry weight) 
of diaphragm. Though there was considerable day-to-day 
variation in the absolute amount of glucose utilised, the 
difference of glucose uptake from the basal level, when 
no insulin was added, with any one insulin concentration 
was more constant. The mean glucose uptake with 
10 micro-units of insulin was 3-54 above the basal level ; 
with 100 micro-units it was 2-87 above that with 10 
micro-units; and with 1000 micro-units it was 6-18 
above that with 100 micro-units. 

It has been found empiricallyt that, if the glucose 
uptake is plotted against the cube-root of the insulin 
concentration,. there is an apparently linear relation over 
the range 10-1000 micro-units per ml., which enables the 
plasma-insulin in this range to be estimated. There was 
no significant difference among the slopes of such lines 
in any of the experiments reported here. The more usual 
relation between the glucose uptake and the logarithm 
of the insulin concentration was curvilinear and therefore 
unsuitable for this purpose. 


Nature of the Substance Estimated 


Some doubt has been expressed about the nature of 
the substance measured by this method of assay (Park 
1952, Randle 1954). 

The argument that the effective insulin concentration 
or the insulin activity—i.e., the resultant of insulin and 
its antagonists in undiluted plasma—is being estimated 
and causes the effect on glucose uptake rests on the 
following points : . 


(1) Groen et al. (1952) found that the change in glucose 
uptake caused by normal dogs’ serum was abolished by 
pancreatectomy. 

(2) The increased glucose uptake from standard solutions 
P.. from plasma can be inhibited with cysteine and gluta- 
thione, and insulin loses its activity in the presence of -SH 
compounds (Groen et al. 1952, Randle 1954, Vallance-Owen 
and Hurlock 1954). 

(3) When soluble insulin 0-1 unit per kg. body-weight was 
injected intravenously into a normal fasting subject a con- 
siderably greater glucose uptake, and hence insulin effect, 
was found from plasma obtained twenty minutes after the 
injection than from plasma removed in the fasting state before 
the injection was given (Vallance-Owen et al. 1954). 

(4) A patient with severe spontaneous hypoglycemic 
attacks was found to have an excessively high level of plasma- 
insulin both in the fasting state and an hour after receiving 
50 g. of glucose by mouth. These levels fell into the lower 
normal range following operation, when a tumour consisting 
entirely of $-cells was removed from the body of the pancreas 
(Vallance-Owen and Hurlock, unpublished results). Wille- 
brands and Groen (1954) have reported the same finding in 
four cases in which the diagnosis of islet-cell adenoma was 
confirmed. 


TIt is well known that in many bio-assays the relation 
between the response (y) and the concentration (z) is of 
the form y=a+{z4 or y=a+6 logz where a, B, and 
are constants. In this case, if y,, y,, and y,are the mean 
uptake at 10, 100, and 1000 micro-units of insulin per 


ml. respectively, then 2 = logy, ai 
ae 


From observations made on 53 previous cases a value 
of 1=0-354 was found, which suggested that y was 
linear with the cube-root of the concentration—i.e., 
A = 1/s. 


~ 
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TABLE I—PLASMA-INSULIN ACTIVITY IN DIABETICS NOT ON INSULIN 


(None of these patients had ketonuria) 











Clinical details Fasting plasma Plasma after glucose 

Fasting — ——s ae 

blood-sugar —? _* ! 
: 3.U.* (mg. per . G.U.* (mg. per ; 
; : Ss level (mg. e.. : Insulin conc, : Insulin conc. 
Case | Sex 1 pty mo - Obese | per 100 ml.) ae od (micro-units a * ood a (micro-units 
. 7 diaphragm) per mi.) diaphragm) per ml.) 

1 F 67 67 220 8-0 242 8-1 252 
2 F 68 68 + 200 10-2 526 10-5 580 
3 F 63 63 . 220 70 153 os ‘ 
4 F 63 62 : 200 8-1 250 9 
5 M 52 52 + 186 7:3 175 F . 
6 M 67 64 + 180 4°5 33 ee as 
7 F 46 41 + 133 5-8 82 8-9 347 
8 F 69 41 ~ 136 5-0 48 ad: : 
9 F 71 70 4 81 5-6 71 9-7 458 
10 F 65 65 + 102 8-4 285 9-6 442 
11 F 68 68 + 110 e< oe 10-6 605 
12 F 53 51 + 110 6-7 130 - wt 
13 F 42 41 + 101 6-2 99 10-5 582 
14 F 68 63 + 278 7:3 178 8-4 285 
15 M 52 48 4 263 76 207 o° es 
> , 77 _— ¢ 71 164 8-4 287 
16 F 68 66 Was 222 {6:9 144 HS 339 
17 F $1 75 220 6-8 138 10°3 551 

es =~ a in cea os - empin — 

*a.v., increase in glucose uptake above basal level. 
Results after a 12-hour fast and before the morning dose of insulin, 


In previous work with normal subjects, plasma-insulin 
levels were studied after a 12-hour fasting period and an 
hour after receiving glucose 50 g. by mouth. 

Diabetic patients were taken at random, the only 
criterion being whether they were or were not receiving 
insulin therapy. Only later was a complete and indepen- 
dent survey of the clinical picture made. 

Diabetic patients not receiving insulin treatment were 
handled in a similar way to normal subjects, blood being 
removed in the fasting state and usually an hour after 
the receipt of glucose 50 g. 

Diabetic patients having 
handled in one of two ways. 


insulin injections were 
Either blood was taken 


or blood was removed an hour after the morning injection 
of insulin and about 30 minutes after breakfast. None of 
the patients in either section of this group had ketonuria 
on the day of the test. 

Insulin activity was found in the plasma of all the 
diabetics not receiving insulin. ‘The mean level was 
higher than that found in normal fasting subjects 
(Vallance-Owen and Hurlock 1954). Table 1 shows the 
increase in glucose uptake over the basal level together 
with the calculated effective insulin concentration. 
Increased insulin activity above the fasting level was 
usually found after the administration of glucose. An 
independent clinical assessment of the type of diabetes 


TABLE II—PLASMA-INSULIN ACTIVITY IN UNCONTROLLED BUT NON-KETOTIC DIABETICS ON INSULIN INJECTIONS 


Clinical details 


| 
Age at | 


. le Age onset of | Ketonuria | Usual 
Case | Sex . Pp : Obese insulin 
| (yr.) diab . 8 | off insulin dose (units) 


Patients fasting : 








9 

is | F 30 1 ' { oe 

19 F 18 18 + - 48 1.2.8. 

20 M 38 38 + 48 1.2.8. 

21 M 49 49 + 20 1.2.8. 
28 ) 

22 F 21 15 + 10) 8.1. 
10 

23 M 51 51 + - 40 1.2.8. 

24 M 51 38 ' 48 1.2.8. 

25 M 48 42 40 1.2.8. 

9 ne " f 80 s.r. 

26 M 56 1 1 40 P.Z.1. 

Patients 1 hour after morning 

27 F 68 49 48 P.Z.1. 

28 F 70 66 + 24 1.2.8. - 

29 F 53 53 ' |} 721.2.8. 

30 M 36 29 92 1.2.8. 
80 | 

31 k 50 49 60) su 
40) 

32 M 33 26 92 1.2.8 
30 

33 k 44 36 30) 8.1 
30! 

34 M 16 41 92 1.2.8. 

35 M 29 8 36 1.2.8. 

36 F 71 69 + 24 1.2.8. 

37 Fr 45 43 ? 98 1.2.8. 

*a.u., increase in glucose uptake above basal level. 


8.1., soluble insulin. 





Plasma +400 micro-units 
per ml. insulin 


Plasma alone 


Blood-sugar 


(mg. per G.u.* (meg. Insulin G.u.* (meg. Insulin 
100 ml.) od my ml. | conc. (micro- = hg conc. (micro- 
pe of mg. units per ye of ng units per 
diaphragm) ml.) diaphragm) ml.) 
no morning insulin ‘ 
335 0-7 0 -2:3 0 
280 —)-8 0 -0-4 0 
218 4°5 0 a i 
290 0-2 0 3:3 <10 
400 2-3 0 5-1 <100 
320 0-4 0 2-0 <10 
175 0-2 0 are > 
210 1:8 0 0-9 0 
170 1-7 0 
insulin injection and '/, hour p.c. 
250 -0-9 0 0-3 0 
192 ~3-1 0 0-5 0 
230 2-3 } <10 5-2 <100 
230 ba ‘eo 0-7 
250 -1:3 0 1-4 0 
270 1-3 0 2-1 <10 
230 4°5 0 -5°3 0 
300 2-4 0 3-7 <10 
475 ~2-0 0 -0-9 0 
230 0-4 0 1:9 0 
250 8 0-5 | 0 


P.Z.1., protamine zine insulin. 
1.Z.8., insulin zinc suspension (lente). 

















THE LANCET] 





involved in this group shows that all but two cases fell 
into the typically obese diabetic group; of these two, 
case 17 was thin, but on treatment with a low- 
carbohydrate diet alone the fasting blood-sugar fell 
from 220 to 140 mg. per 100 ml. and the glycosuria 
decreased. Casé 16 had been obese but was ultimately 
given a small dose of insulin. 

The diabetic patients having insulin injections present 
a more complex picture. In most of them no plasma- 
insulin activity was found, whether the blood was 
removed after the morning insulin injection or in the 
fasting state: the glucose uptake from plasma in these 
cases was not significantly different from the basal 
glucose uptake. In these cases (table 1 cases 18-37) it 
will be noted that the blood-sugar level was raised well 
outside the normal physiological range, the , diabetes 
being insufficiently controlled. 

In a few patients, however, the glucose uptake increased 
to well above the basal level, and here it was noted that 
the blood-sugar was within the normal physiological 
range and corresponding to diabetic control (table 11, 
cases 39-46). In only 1 case was no insulin found when the 
blood-sugar level was in the normal physiological range 
(case 38). A later clinical study of this group shows that, 
of the subjects with no plasma-insulin activity and with 
a raised blood-sugar, 18 of the 20 patients were thin and 
had had ketonuria when off insulin—they were typical 
‘* insulin-requiring ’’ diabetics. Case 36 was. later dis- 
covered to have a carcinoma of the pancreas. Case 25 
was receiving insulin therapy but was obese, and no 
record of ketosis was found. Case 37 probably had 
Cushing’s syndrome. 

Of those few patients whose blood-sugar was in the 
normal range and who had plasma-insulin activity 
(table 111), cases 39-41 and 43-45 were typical insulin- 
requiring diabetics. Two patients were studied on two 
separate occasions (cases 3] and 44, and cases 24 and 41). 
On the first occasion the blood-sugar level was raised, 
and they showed no plasma-insulin activity ; on the 
second occasion the blood-sugar level was physiological, 
and insulin activity was now found in the plasma. 
Case 42 was a thin elderly diabetic, but there was no 
evidence that she had ever had ketosis. Case 46 had been 
obese but lost weight and was given insulin injections 
after the development of reticulosarcoma. 


TABLE III—PLASMA-INSULIN ACTIVITY IN CONTROLLED DIABETICS ON INSULIN INJECTIONS 
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TABLE IV-—-MEAN GLUCOSE UPTAKE ABOVE THE BASAL LEVEL 
(+ STANDARD ERROR OF THE MEAN) 
(mg. per 100 ml. per 10 mg. (dry weight) of diaphragm) 


' Plasma +400 
Plasma after | micro-units 
glucose | per ml. 
| insulin 


Group Plasma 





Obese diabetics 


6-97 +0°350 
(6-98 +0-403) 


9-53 + 0-299 
(9-54 + 0-348) 


Insulin-requiring dia-| —0-56 +0-501 1:10 +0-628 
betics with raised (—0-69 +0-510) | (1°15 40-713) 
blood-sugar level | 

Insulin-requiring dia- | 7°24+4+0-893 | | 9-7441-697 
betics with physio- | (6-80 + 1-073) (9-35 + 2-167) 


logical blood- | 
sugar level 


These figures include all cases studied in each group; the figures 
in parentheses exclude the doubtful cases mentioned in the text. 


Addition of Insulin to Plasma 

When a known amount of insulin has been added to 
normal plasma it has been satisfactorily recovered ; 400 
micro-units of insulin per ml. was added to the plasma 
from most of the diabetics receiving insulin injections. 
In the case of diabetics on insulin, with a raised blood- 
sugar, there was no insulin activity, even when 400 
micro-units of insulin was added. The activity of added 
insulin appeared to be inhibited (table 1). 

Diabetics on insulin with a blood-sugar in the physio- 
logical range did not show inhibition of added insulin, 
except case 38, in whom no plasma-insulin activity was 
found either with or without added insulin. 

Insulin was also added to the plasma ofa few of the 
diabetic patients not on insulin and was satisfactorily 
recovered. 

Comparison of Diabetic Groups 

For the group of diabetics not on insulin, the plasma- 
insulin level was estimated by using standards of 10, 
100, and 1000 micro-units of insulin and interpolating 
the plasma uptake on the line obtained from the stan- 
dards on the cube-root basis mentioned above. Any 
insulin estimation made in this group of diabetics—in 
fasting state, after glucose, or after the addition of insulin 
—are therefore directly comparable. 

However, to compare the ‘ insulin-requiring”’ dia- 
betics with the ‘“ obese’’ diabetics, it proved more 












































—— , Plasma alone Plasma +400 micro-units 
Clinical details ’ per ml. insulin 
| eS eiiaa 2h eee ie BEd 
. | | Sak a care ty, | - : Ro U > ( G.U * (mg 
mg. per G.U.* (mg. Insulin Uz , Insulin 
Age at | Usual 100 ml.) | per 100 ml neous per 100 ml 
| | . » ce i > ' | * | cone, ro- * | cone, icro- 
case | Sex | £5 | Ginbeces |ofimeulin | Obese |, insulin | oe Mm | gidtpe®”| "er 1 me | tr 
(yr.) ae | diaphragm) | ml.) | diaphragm) ml. 
Patients fasting : no morning insulin 
a span niinte neliilibateieenaerensatieniigiaiemaamealile Sasa laos 
38 | F 37 33 52 1.2.8. 76 ae 0 | 41 <10 
39 | F 39 32 ooo 60 70) 20 | S883 106 769 
on ‘ 72 8.1. 77 215 | ba 
so | M | 53 38 Be 96 i oe. | 
41 M $1 | 38 2 L.Z.8. 95 5-3 58 
: . . te f 16 s.1. , 7- ss 
42 Kk 82 77 ? , 20 Pzt 120 | 7-6 400 
Patients 1 hour after morning insulin injection and */, hour p.c. 
pt ta os eth ee eh — 7 ee me ee! Aad aed a 2 
43 F 20 18 + - 120 1.2.8. 156 ao 4 ri 14-3 | > 1000 
| 80 
44 F | 50 49 60) 8.1. 140 6-0 158 8-4 | 420 
80 | | 
: P 120 8.1. ‘ 7 | 
45 M 16 13 + - 60 PZ.1. 148 9-8 470 - pie 
46 F 62 61 - 28 1.2.8. 145 10-0 495 11-3 739 
i *a.u., increase in glucose uptake above basal level. P.Z.1., protamine zinc insulin, 
8.1., soluble insulin. 1.Z.8., insulin zinc suspension (lente). ” 
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convenient to express the uptakes as differences from the 
basal level. This entailed calculating the basal glucose 
uptake in many experiments on the “‘ obese’’ group, 
when they were not estimated experimentally. This was 
done by virtue of the apparently constant differences 
between the basal levels and the standards over a large 
series of experiments. There will be a few discrepancies 
between the insulin values calculated from the standard 
line and those that would be obtained if the glucose 
uptake above the basal level were used, for this latter 
does not take into account the uptake values obtained 
for standard concentration of insulin at 10, 100, and 1000 
micro-units per ml. The mean glucose uptake above the 
basal level, calculated for each group, is given in table tv. 

Among the “ insulin-requiring ’’ diabetics with a high 
blood-sugar level neither the mean uptake with plasma 
nor the uptake when insulin was added differed signifi- 
santly from zero. Both the “‘ obese”’ diabetics and the 
‘ insulin-requiring ’’ diabetics with blood-sugar in the 
physiological range gave significantly greater uptakes 
than did the “ insulin-requiring ’’ diabetics with raised 
blood-sugar. For ‘“ obese”? diabetics the uptakes for 
plasma after glucose and for plasma with added insulin 
were both significantly greater than for plasma taken in 
the fasting state. 


Accuracy of Estimates and Sources of Error 


Among the people who showed insulin activity the 
differences of insulin concentration may be due to two 
causes: (1) variation in actual insulin concentration 
from person to person ; and (2) variations due to experi- 
mental inaccuracies, which will depend on the variability 
of uptake by rat hemidiaphragms and on the number 
of hemidiaphragms used in each estimation. 

These sources of variation cannot be examined by the 
actual estimates of insulin, for their distribution is not 
symmetrical, and a standard deviation is of little use in 
measuring the variability of a skew distribution. The 


TABLE V-——-STANDARD DEVIATION (S.D.) OF GLUCOSE UPTAKE 
VALUES OVER BASAL LEVEL 


Experi- | Ob 








Group | Plasma mental | hig 

| dD. 

| 8.D. | 
Obese diabetics .. | Fasting wi ion 1:60 } 1:40 
| After glucose = 1-67 | 0-95 
| With added insulin | 1:77 | 0-80 

Insulin-requiring dia- | Fasting or 1 hr. after | 

betics with physio- | insulin injection. . 161 | 2-68 
logical blood-sugar | With added insulin | 1-57 3-79 


level | 


distribution of the glucose-uptake values from person to 
person is, however, apparently symmetrical, and it is 
these values which are examined. 

By comparison of replicate uptake measurements it was 
possible to estimate the standard deviations of uptake 
values (over basal values) due to experimental variation. 
These are given in table v with the standard deviations 
of the observed uptake values for each group. They are, 
however, only approximate, since the number of hemi- 
diaphragms per estimate was not constant (usually three 
with standard solutions), nor were the experiments all of 
the same accuracy. 

It will be seen that with the ‘‘ obese’’ diabetics the 
experimental and actual s.D. are of the same order, which 
suggests that a large part of the variation is due to 
experimental errors. In other words, the insulin variation 
is very much less than appears from the accompanying 
figure. 

For “ insulin-requiring ” diabetics with blood-sugar in 
the normal physiological range, the experimental s.D. is 
less than the observed, suggesting that, though person- 
to-person variation is less than appears in the figure, it is 
greater than among “ obese ’’ diabetics. 


»” 
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INSULIN-REQUIRING DIABETICS 
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Discussion 

The results recorded here agree with the earlier 
observations of Bornstein and Lawrence (195la and b), 
but are at variance with those of Groen et al. (1952), 
who failed to find insulin activity only in the plasma 
of severely ketotic diabetic patients. 

The failure to recover insulin added in vitro to diabetic 
plasma with no insulin activity may be compared with 
the findings of Bornstein and Lawrence (1951b) that their 
test animals (alloxan-diabetic hy pophysectomised adrenal- 
ectomised rats), injected with such inactive diabetic 
plasma samples, were rendered insensitive to insulin in 
subsequent control tests. Bornstein and Trewhella 
(1950), however, had previously reported that diabetic 
plasma lacking insulin activity did not mask the action 
of insulin added to the plasma before injection into their 
prepared animals. 

Our observations suggest that many diabetic patients 
require insulin to overcome an inhibitor circulating in 
their plasma. This would explain why diabetics often 
require more insulin than do depancreatised human 
subjects (Goldner and Clarke 1944, Whitfield et al. 1952), 
and the development of severe insulin resistance could 
merely indicate an increase in this inhibitor substance, 
without the need to postulate any new mechanism to 
account for it. 

It is interesting to speculate on the nature of this 
inhibition. Stowers (1951) has shown that, in severe 
ketosis, there is an increased excretion of corticosteroids, 
suggesting increased secretion of the adrenal glands ; 
the cause of the considerable insulin resistance in this 
condition could be adrenal overactivity, which could also 
account for the increased insulin requirement in condi- 
tions of stress, such as infection. But there is no indica- 
tion of increased adrenal activity in non-ketotic diabetic 
patients; in five of the plasmas reported here which 
exhibited inhibition the total amounts of 17-hydroxy- 
corticosteroids were within the normal range. 

Glucagon, probably the hormone of the « cells of 
pancreatic islet tissue, might be expected to have an 
anti-insulin effect, but no in-vitro effects of glucagon on 
the rat diaphragm have been confirmed. 

Increased insulin requirement in patients with diabetes, 
and insulin resistance by the insulin-tolerance test, are 
known to occur with some disorders of the pituitary gland. 
Overaction of this gland, acting alone or through the 
adrenal, cannot be ruled out as a cause of the inhibition 
reported here. Recently Bornstein and Park (1953) 
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hove described an inbibitor subatence i in alloxan-diabetic 
rat serum which is not present after hypophysectomy or 
adrenalectomy. Moreover it was necessary to inject both 
growth hormone and cortisone to restore the inhibiting 
properties of the serum from diabetic hypophysectomised 
rats. The injection of either substance alone failed to 
reproduce the inhibition. 


Summary 

Plasma-insulin activity was studied in the two broad 
clinical types of diabetes mellitus. 

In the obese group, who do not require insulin injec- 
tions, insulin activity was found. The activity in the 
fasting state was greater than that found in normal 
fasting subjects. There was usually an increase in plasma- 
insulin activity 1 hour after the administration of 
glucose 50 g. orally, but this activity did not exceed that 
found in normal subjects under similar conditions. When 
a known amount of insulin was added to the plasma from 
these patients in vitro, it was satisfactorily recovered. 

In uncontrolled but non-ketotic diabetics who require 
insulin, no plasma-insulin activity was found. When 
insulin was added to the plastha of these patients in vitro, 
it was not recovered—its activity being apparently 
inhibited. When the patients in this group were con- 
trolled, however, plasma-insulin activity’ was found. 

Some of the possible causes of this apparent inhibition 
are mentioned. 

We wish to thank Prof. J. McMichael and Prof. E. J. King 
for granting us facilities to do this work ; Dr. Russell Fraser 
for encouragement and help with the clinical assessment ; 
the Medical Research Council for a grant for scientific assis- 
tance; and Messrs. Boots Pure Drug Co. for supplies of 
recrystallised insulin. 
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PULMONARY TUBERCULOSIS DUE TO 
BACILLI RESISTANT TO STREPTOMYCIN 
AND ISONIAZID 


J. McC. Murpocu 
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I. W. B. Grant 
M.B. Edin., F.R.C.P.E. 
CONSULTANT PHYSICIAN 
TUBERCULOSIS UNIT, CITY HOSPITAL, EDINBURGH 


INFECTION with tubercle bacilli resistant to strepto- 
mycin or to p-aminosalicylic acid (P.4.s.) has already 
been reported by Thomas et al. (1954), who recorded 15 
cases of pulmonary tuberculosis in which drug-resistant 
organisms were isolated, although no previous chemo- 
therapy with the relevant drugs had been given. 

Isoniazid-resistant tubercle bacilli have been trans- 
mitted by accidental laboratory infection (Borgen 1953). 
Katz et al. (1954) have reported a fatal case of tuberculous 
pneumonia due to organisms resistant to streptomycin, 
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isoniazid, and p.a.s. The source » infection i in this case 


was not traced. 

We report here a case of pulmonary tuberculosis from 
which organisms resistant to streptomycin and isoniazid 
were isolated although no previous chemotherapy with 
either drug had been given. Details are also given of a 
potential source of infection. 

Drug-sensitivity tests in both cases were made on solid 
medium. The figures given for streptomycin and P.A.s. 
sensitivities are the ratio of the drug resistance of the 
test organisms to that of the control strain of H37Rv 
(Mitchison and Monk 1955, Stewart 1955). Those for 
isoniazid are the highest concentration of the drug on 
which growth was obtained (Medical Research Council 
1953). 

Case-report 

A man, aged 20, was first seen at the Royal Victoria Dis- 
pensary, Edinburgh, on Sept. 15, 1949, as a contact of his 
sister, who had pulmonary tuberculosis. Screening of his chest 
was negative. He subsequently served with the Royal Navy 


BACTERIAL SENSITIVITY TESTS 
l 














Specimen | Date of culture = |Tsoniasid| P.A.8. 
Contact’s sputum Sept. 15,1954| >32 | 10 | 2 
' %” + 32 | 10 2 

| 

Patient’s sputum before| Sept. 23, 1954 16 Mi.1 a 
treatment o” | 4 5 1 
Patient’s sputum after | Feb. 19, 1955 | > 16 5 2 
treatment Feb. 21, 1955 16 10 hom 
' Feb. 22, 1955 | > 16 s4 
| Feb. 23,1955 | >16 5 ea | 
| Feb. 24, 1955| >8 10 1 
Feb. 28, 1955 8 10 1 
| March 7,1955| >8 10 4 
| March 14, 1955 | > 16 5 1 
| March 28, 1 | & 4 


1955 


The figures given for ctneptony —~ and P.A.8. are the ratio of the 
drug resistance of the test to that of the control strain of 
H37Rv. Those for isoniazid are the highest concentration of the 
drug on which growth was ob’ d. 





and was not seen again until Sept. 22, 1954, having been 
discharged from the Service. Radiography of his chest then 
showed enlargement of the right hilar shadow and disease in 
the right lower lobe. The Mantoux response was strongly 
positive to 1/10,000 Old Tuberculin. The erythrocyte-sedi- 
mentation rate was 10 mm. in one hour (Westergren). No 
tubercle bacilli were isolated from the sputum by the concen- 
tration method. He was kept under observation; and, as 
further radiography of the chest on Oct: 7, 1954, showed no 
change in the appearances, a provisional diagnosis of active 
pulmonary tuberculosis was made and treatment with P.a.s. 
18 g. and isoniazid 200 mg. daily was started. 

Bacterial Resistance.—Positive sputum cultures obtained 
from the pre-treatment specimens of Sept. 23, 1954, were 
subsequently tested for bacterial resistance to streptomycin, 
P.A.S., and isoniazid, and the organisms were found to be 
resistant to streptomycin and isoniazid but sensitive to P.A.s. 
As a result of these findings close inquiry into the patient’s 
home conditions revealed that his sister, who was at the time 
living in the same house as the patient, had been treated with 
P.A.S. alone 20 g. daily from May to August, 1951, with strepto- 
mycin 1 g. daily and p.a.s. 20 g. daily from August to 
November, 1951, and with isoniazid alone 200 mg. daily for 
nine months in 1952-53. She remained sputum-positive, 
however, and specimens obtained on Aug. 15, 1954, showed 
bacterial resistance to streptomycin and isoniazid. When the 
results of the patient’s sensitivity tests were known, his 
treatment with isoniazid and P.a.s. was discontinued and he 
was admitted to the City Hospital, Edinburgh, on Feb. 18, 
1955. Nine subsequent sputum specimens were positive on 
culture and all showed the tubercle bacilli to be resistant to 
streptomycin and isoniazid. There was no change in his 
clinical state, and the radiographic appearance of the 
pulmonary lesion was unaltered. 

Viomycin Therapy.—Treatment with viomycin 2 g. twice 
weekly and oxytetracycline 4 g. daily was begun on Feb. 28. 
The sputum became negative on culture in April, and the 
chest film was normal by June. The patient is now clinically 
well and fit to resume work. 
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Bacterial 1 Sensitivity Tests.—The results of the tests made on 
specimens obtained from the patient before treatment was 
started, and from his sister, are given in the accompanying 
table, which shows that there is an almost identical degree of 
bacterial resistance to streptomycin and isoniazid in the two 
eases. The table also shows that there was no significant 
change in the degree of resistance of the patient’s organisms 
to any of the three drugs after three months’ treatment with 
P.A.S. and isoniazid. 

Virulence Study.—A culture of the sputum obtained from 
the patient on Sept. 23, 1954, was subsequently inoculated into 
a guineapig, which was killed nine weeks later. At necropsy 
slight glandular enlargement was found at the site of inocula- 
tion; the spleen was enlarged but showed no macroscopic 
or microscopic evidence of tuberculosis ; the liver was normal ; 
and a few scattered tuberculous foci were present in both 
lungs but showed no tubercle bacilli on staining by the 
Ziehl-Neelsen method. 

It was concluded from this investigation that the organisms 
were of low virulence for the guineapig. 


Discussion 


As the patient’s sister, with whom he had been in close 
contact, was excreting tubercle bacilli resistant to strepto- 
mycin and isoniazid, and the organisms isolated from the 
two cases showed an almost identical pattern of drug 
resistance, it seems reasonable to assume that the 
patient was infected by his sister. So far as we know, this 
is the first instance, in clinical practice, of infection by 
isoniazid-resistant bacilli where the source of infection 
could be traced. 

The organisms isolated from the patient’s sputum were 
of low virulence for a guineapig. In view of his rapid 
and complete response to what has been described as a 
less effective form of treatment—i.e., viomycin and 
oxytetracycline (Tucker 1954)—it is possible that the 
bacilli were also of low virulence for the patient ; but 
the fact remains that they were initially capable of 
producing a frank pulmonary lesion. 

There has recently been a tendency to deny the clinical 
significance of in-vitro isoniazid resistance (Deuschle 
et al. 1954) and to return to the practice of using isoniazid 
by itself in the treatment of pulmonary tuberculosis. It 
therefore seems important to record any evidence 
supporting the opposite view, including cases such as this, 
in which isoniazid-resistant infection is transmitted to 
other persons. 

Summary 

# case of pulmonary tuberculosis is described from 
which organisms resistant to streptomycin and isoniazid 
were isolated, although no previous chemotherapy with 
either drug had been given. 

The source of infection was almost certainly the 
patient’s sister, whose tubercle bacilli showed an almost 
identical resistance pattern. 

The organisms were of low virulence for the guineapig. 

The transmission of isoniazid-resistant infection from 
one person to another suggests that, in this instance 
at least, in-vitro isoniazid resistance was of clinical 
significance. 

We wish to thank Dr. A. T. Wallace, consultant bacterio- 
logist, City Hospital, Edinburgh, for the bacterial sensitivity 
tests, and Miss Sheila Stewart, of the Department of Tuber- 
culosis and Diseases of the Respiratory System, University 
of Edinburgh, for the animal inoculation studies. 
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PRESSURE RESPIRATORS 
THE APPLICATION OF NEGATIVE PHASE 


R. Atwoop BEAVER 
M.A., B.M. Oxfd, F.F.A. R.C.S8. 
SENIOR ANZSTHETIST, NATIONAL HOSPITAL, QUEEN SQUARE, 
AND LONDON CHEST HOSPITAL 

SINCE positive-pressure ventilation began, the advan- 
tages of ‘‘ suck ’’ as well as ‘‘ blow’’ have been urged in 
many quarters. Physiologically there seem to be sound 
arguments in its favour. Unfortunately the practical 
benefits are extremely difficult to assess; experimental 
results being vitiated either by deficiencies in the air- 
line system or by the pathological condition of the patient. 

Two main methods of positive-pressure ventilation are 
used: (1) The patient exhausts into a system of large 
volume and permanent low pressure ; and (2) a graduated 
negative wave results from the contra-action of a piston 
or similar pumping device. 

The second method appears to be the sounder, allowing 
the use of lower pressure to aid emptying the lungs 
without danger of causing collapse at the end of the 
phase. Whichever system is used, the inspiratory- 
expiratory valve must be positively operated. 

The normal types worked by the main airflow will 
not open under the action of effective negative pressure. 
Accordingly some form of positive operation, which can 
be mechanical, electromagnetic, hydraulic, or pneumatic, 
is essential. 

If negative pressure is deemed advisable it will normally 
be embodied in the original design of the machine, but 
almost any existing apparatus can be adapted to this 
purpose. 

Two features are essential: (1) positively operated 
valves, as previously mentioned ; and (2) a capacity 
of twice the stroke volume required by the patient. 
Machines designed by me have all had a stroke volume 
of 1350-1700 c.cm. This at 18 revolutions per minute 
gives a minimum minute volume of 24 litres. 


ADDITIONAL APPARATUS 


The additional apparatus is a large U-tube consisting 
of a rectangular vessel 30 x 10 x 12 cm. and divided 
vertically by a partition which does not reach the bottom. 
Large water passages are essential. 

The principle is best followed from fig. 1. On the 
pressure stroke the volume in the “ patient” branch 
of the delivery pipe will be slightly less than that in tle 
U-tube owing to the greater resistance of the piping, 
&c. The exhaust air in the second arm of the U-tube 
is blown out through the flap outlet valve. The water 
rises to a height corresponding to the positive pressure 
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delivered. When the expiratory valve opens, this pressure 
is converted to a negative suck, which is considerable and 
is shown in fig. 2, the reading being taken at the catheter 
mount in a chronic poliomyelitis patient. A spring- 
loaded control valve is embodied which will limit the 
suck to a fixed maximum. 

If an adjustable leak be arranged in this control valve, 
the shape of the curve can be varied (fig. 3). The volume 
of air delivered to this patient was 550 c.cm. at 18 
revolutions per minute at a positive pressure of 14 cm. 
water and a suck of —7 cm. water. 

This simple accessory works well and can be made by 
any metal-worker. There is nothing to wear out, and it 
enables a negative phase to be obtained from any existing 
machine. 


MODIFIED ELECTROCCNVULSION 
THERAPY WITHOUT ANASTHESIA 


JosEPH KELLEHER R. W. WuHItTELEY 
M.B. N.U.I., D.P.M. M.B. Belf., D.P.M. 
ASSISTANT PSYCHIATRIST SENIOR REGISTRAR 
MIDDLEWOOD HOSPITAL, SHEFFIELD 


In view of the risk of fractures (Kalinowsky and Hoch 
1952) and a death-rate of 0-8% (Impastato and Almansi 
1942) it is difficult to justify the use of electroconvulsion 
therapy (E.c.T.) without muscle relaxants. 

In the usual method of giving modified £.c.17., thio- 
pentone and a muscle relaxant, suxamethonium chloride 
(‘ Scoline’), are used. This technique can give rise to 
such serious complications that some authorities insist 
on the presence of two doctors during the treatment, 
which is often given by an anesthetist. 

In the search for a safer method of modifying E.c.T. 
Murray (1953) used suxamethonium without an ans- 
thetic and claimed that it was satisfactory, but so far his 
technique has not been tried in this country. Gillie and 
MeNeill (1955) have reported on the use of suxethonium 
bromide (‘ Brevidil E ’) without anesthesia. Neither of 
these techniques has been controlled by comparison with 
E.C.T. modified with suxamethonium and an anzsthetic. 
The purpose of the present investigation was to compare 
these three techniques in the same group of patients. 


Method 


The fifty patients included in this investigation were 
from recent and chronic cases under treatment with 
E.c.tT. There were twenty-five males and twenty-five 
females. Their ages ranged from 21 to 56. Their diag- 
noses were schizophrenia 34, affective psychoses 12, and 
paraphrenia 4. 

An ‘ Ectron’ apparatus was used, and the stimulus 
was applied for 1 sec. in all three techniques. One 
investigator carried out all the procedures connected 
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with the treatments, and the other observed the patients’ 
reactions, timed them with a stop-watch, and recorded 
them. The same teams of nurses assisted in all the 
treatments, which were in all cases given in the same 
rooms and in the same manner. 


Investigation 
Technique 

Atropine sulphate gr. 4/,99 was injected subcutaneously 
an hour before the treatment in all three techniques. 
The limbs were not restrained, and a pillow was not 
used under the back. 

E.c.T. modified with thiopentone and suxamethonium 
chloride was given in the usual manner (Moss et al. 
1953). Males had thiopentone 0-25-0-35 g., as required, 
and suxamethonium 40 mg. Females had thiopentone 
0-2-0-3 g. and suxamethonium 30 mg. 

When suxamethonium chloride was used alone, males 
were given 25 mg. and females 20 mg. Facial fasciculation 
developed 5-20 sec. after the end of the injection (average 
11 sec.) ; a gag was inserted, and the stimulus was given 
10 sec. after the beginning of the facial fasciculation ; 
an airway was substituted for the gag, and the patient 
was respired intermittently until spontaneous respirations 
started ; in this way cyanosis was avoided. 

When suxethonium bromide was used alone, 100 mg. 
dissolved in 2 ml. of water was injected into males and 
75 mg. dissolved in 1-5 ml. of water into females, and a 
gag was inserted before the injection. Facial fasciculation 
or grimacing, moaning, or restlessness began 5-13 sec. 
after the end of the injection (average 9 sec.), and the 
stimulus was given 3-5 sec. later—i.e., 10-16 sec. after 
the end of the injection (average 11 sec.). An airway was 
substituted for the gag, and the patient was respired 
intermittently from the end of the fit until spontaneous 
respirations started. 

Criteria 

A fit was judged to be satisfactorily modified if the 
tonic stage was absent and the clonic stage mild. Anxiety 
was thought to be due to the drug if, after the injection, 
the patient moaned or* cried out, struggled, or was 
restless; the facial expression was also taken into 
account. The duration of apnea was measured from the 
end of the fit to the first breath perceptible in the oxygen 
bag. The duration of the fit was measured from the 
application of the stimulus to the cessation of muscle 
twitching. : 

Findings 

Opisthotonos and the epileptic ery did not occur in any 
patient with any technique. 

Anzielty did not occur with thiopentone and suxa- 
methonium chloride after the injection ; it occurred in 
sixteen patients with suxamethonium alone and in 
twenty-nine patients with suxethonium bromide. The 
quality of the anxiety was much more intense with 
suxethonium bromide and it was then accompanied by 
groans and restlessness more frequently. There was 
complete amnesia for this period of anxiety in all the 
patients. 

No patient complained of anything after any of the 
treatments. 

The fit was somewhat modified in all the patients with 
all three techniques. An entirely satisfactory degree of 
modification was present in forty-five patients with 
thiopentone and suxamethonium, and in forty-seven 
patients with suxamethonium alone, and in the same 
number with suxethonium alone. There was no difference 
in the degree of modification with the three techniques. 

Although an analysis of variance indicates significant 
differences (P 0-01-0-05) between mean durations of the fit 
in the three procedures, these are not considered large 
enough to have any clinical importance. 

The figures of the duration of apnea were subjected 
to an analysis of variance of the “‘t’’ test, which was 
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COMPARISON OF EFFECTS OF THREE TECHNIQUES OF GIVING 
E.C.T. IN THE SAME 50 PATIENTS 





Duration of fit Duration of apnoea 
ac (sec.) 


Type of technique Rt) ST us 
| 








Mean | 38.D. | Mean 8.D. 
Thiopentone and suxa- | 
methonium chloride 424 | 11:43 | 56-1 42-04 
Suxamethonium chloride 
alone J es 6 49-4 | 15°71 | 35-7 32-34 
Suxethonium bromide alone 454 | 6°45 63°38 | 39°27 


applied to measure the significance of the observed 
differences between means. The duration of apnea was 
significantly shorter with suxamethonium alone than it 
was with either suxethonium (P <0-001) or thiopentone 
and suxamethonium (P <0-01). The duration of apnea 
after suxethonium was longer than that after thiopentone 
and suxamethonium, but the difference was not significant 
(P >0-3). The longest duration of apnea with suxa- 
methonium alone was 2 min. 32 sec., with suxethonium 
2 min. 53 sec., and with thiopentone and suxamethonium 
3 min. 5 sec. 

The accompanying table shows the mean values and 
standard deviations of these results. 


Discussion 
Safety 

Prolonged apnea due to sensitivity to suxamethonium 
is the commonest complication of E.c.t. modified with 
thiopentone and suxamethonium (Bourne et al. 1952, 
Evans et al. 1952, Bourne 1953). Since suxametho- 
nium-sensitive patients cannot be readily excluded from 
treatment, the use of the drug in small doses is the 
only remedy (Calvert et al. 1954). This safeguard may 
fail because thiopentone is a respiratory depressant and 
prolongs the apnea produced by the suxamethonium 
(Richards and Youngman 1952, Mesham and Barton 
1952). In addition, thiopentone can give rise to serious 
complications, including laryngeal spasm (Millar 1951, 
Hale 1947). 

Prolonged apnea is less likely to occur when suxa- 
methonium is used alone, since a smaller dose of suxa- 
methonium is then effective. Moreover, the largest dose 
used in this investigation (25 mg.) is less than the dose 
(30 mg.) which produced apnea lasting 2 min. 45 sec. 
in a patient sensitive to suxamethonium (Calvert et al. 
1954). 

Both juxethonium bromide and suxamethonium 
chloride are derived from choline succinic ester, and the 
patients’ sensitivity to them depends on his serum- 
pseudocholinesterase level (Monro et al. 1953). By 
contrast with suxamethonium a “ safe’’ level of sux- 
ethonium has not been ascertained. Therefore it is 
possible that the dose of suxethonium used in this 
investigation could cause prolonged apnoea in a sensitive 
patient, and it is probably significant that the dura- 
tion of apnea was longer with suxethonium than with 
suxamethonium, and even with thiopentone and 
suxamethonium. 

Suxethonium has other disadvantages. The response 
to it may vary not only from patient to patient but also 
in the same patient at different times (Monro et al. 1953, 
Gillie and McNeill 1955, Wolfers 1953). Moreover 
cyanosis often develops because oxygenation during the 
fit is inadvisable since it may prolong the clonic stage 
(Gillie and McNeill 1955). 


Anxiety 

When either suxamethonium or suxethonium is used 
without an anesthetic, the patient may experience 
anxiety in association with the onset of fasciculation and 
paralysis. Severe anxiety might be experienced if the 
reaction progressed to a point where the patient experi- 
enced full motor paralysis, including respiratory paralysis. 
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Mayrhofer (1952) and Murray (1953), who observed their 
own reactions to suxamethonium, found that full 
paralysis did not develop until 30-60 sec. after the end 
of the injection. In the present investigation facial 
fasciculation began 5-20 sec. after the injection of 
suxamethonium, and the reaction was interrupted 10 sec. 
later—i.e., 15-30 sec. after the end of the injection. 
Therefore the patients probably did not experience the 
unpleasant sensations associated with full paralysis. 
This is borne out by the absence of anxiety in two-thirds 
of the patients treated with suxamethonium and the 
occurrence of only mild anxiety in association with facial 
fasciculation in. the other third. 

Since there are no reports of personal observations of 
the effects of suxethonium, the only grounds for surmise 
are the patients’ reactions. More than half the patients 
experienced severe anxiety after injections of snx- 
ethonium. Presumably the severe intensity of the anxiety 
was due to the shock-like onset and rapid spread of 
paralysis that took place with this drug. It seems likely 
that some of the patients experienced respiratofy 
paralysis despite the application of the stimulus within 
3-5 sec. of the onset of the reaction. Moreover one of 
Gillie and MeNeill’s (1955) patients recalled a sensation 
of smothering after the injection of suxethonium. A 
further disadvantage is that the speed of the reaction 
with suxethonium is such that reassurance could not be 
given, whereas, with the longer induction of suxa- 
methonium, reassurance can be given and is said to be 
helpful (Murray 1953). 


Convenience of Administration 

When thiopentone is used with suxamethonium, the 
drugs have to be injected with great care because thio- 
pentone is highly irritant and can damage the vein and 
surrounding tissues. Repeated treatments are sometimes 
difficult owing to wear and tear of the veins. Moreover 
the preparation of the thiopentone for injection is time- 
consuming and, in giving the injection, the two-syringe 
technique is sometimes difficult. After the treatment 
the patient may have to rest on a bed for half an hour 
or longer, and this often presents difficulties, especially 
in outpatient clinics. 

Suxamethonium and suxethonium are not irritants. 
Both are easy to prepare for injection, but suxametho- 
nium is better because it is already in solution. In this 
hospital, where suxamethonium alone is now used as a 
routine in the outpatient clinic, it is mixed with a 1-ml. 
ampoule of atropine sulphate gr. */,99, and this saves 
the patient’s time. Injections of suxethonium and of 
suxamethonium are much easier to give than injections 
of thiopentone and suxamethonium. Since a general 
anesthetic is not used, with suxamethonium alone the 
patients’ recovery-time is about halved (Murray 1953). 


Degree of Modification 

With suxamethonium alone the doses recommended by 
Murray (1953) did not produce satisfactory modification 
in earlier trials of his technique in this hospital. In this 
investigation the degree of modification was so satis- 
factory with both suxamethonium alone and sux- 
ethonium alone that it is most improbable that any 
fracture could occur with either when these doses are 
used. In Murray’s series with suxamethonium alone, 
in none of 60 patients radiographed was there any bony 
change in the vertebre after a course of treatment. 





Conclusion 

E.C:T. modified with either suxamethonium chloride 
or suxethonium bromide without anesthesia is safer, less 
time-consuming, and less complex than £.c.t. modified 
with thiopentone and suxamethonium. Except in cases 
with grave physical complications, the procedure of 
giving E.c.T. modified by suxamethonium chloride without 
an anesthetic can be administered by one doctor. 
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W hen used alone sumasiaiiidans ‘onk ceeiieniee 
often cause anxiety in the patient during induction ; but, 
if the electrical stimulus is given early, the duration of the 
anxiety is brief, and there is amnesia for it after 
treatment. 

Suxamethonium alone is preferable to suxethonium 
alone because (1) it causes anxiety less often, and the 
anxiety is less severe ; (2) its action is slower, and so it is 
possible to reassure the patient; (3) its action is more 
constant and predictable; and (4) it causes a shorter 
apnea, and probably, in the doses used in this investi- 
gation, it could not cause prolonged apnoea. 

E.c.T. modified by suxamethonium alone can be 
recommended for routine use both with inpatients and 
outpatients. 

We are indebted to Dr. F. T. Thorpe and Dr. D. R. Wood 
for help and advice. 
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TRICHINOSIS IN GREENLAND 


J. P. Masterton 
M.B. Glasg., D.Obst. 
SURGEON LIEUTENANT, R.N.V.R. 


H. E. Lewis 
B.Sc., M.B. Cape Town 
OF THE DIVISION OF HUMAN PHYSIOLOGY, NATIONAL INSTITUTE 
FOR MEDICAL RESEARCH, LONDON 


From the British North Greenland Expedition 


As recorded in our previous paper (Lewis and Masterton 
1955), the British North Greenland Expedition estab- 
lished in August, 1952, a base in Dronning Louise Land 
in North East Greenland. There the members stayed for 
two years, exploring unknown territory. 

Dronning Louise Land—a mountainous region—is separated 
from the East Greenland coast by two formidable glaciers, 
each about 25 miles broad; yet there is evidence that the 
mammals inhabiting it, particularly the fox and musk-ox, 
cross these glaciers to the coast, where polar bear, walrus, and 
seal are to be found. The remains of a polar bear was seen in 
Dronning Louise Land itself, which suggests that animals 
stray inland too. There is no question, therefore, of this area 
being isolated from the coastal belt, and one would expect 
the same pattern of animal disease in each area. 

Towards the end of the first year in Greenland one of 
the men developed symptoms suggestive of trichinosis. 
He had muscular pains, localised edema, and eosino- 
philia. He returned home at the end of one year, was 
investigated, and was found to have filariasis contracted 
previously in the tropics. However, in view of the work 
of Roth (1949) and Leiper (1938), who regard trichinosis 
as a major problem in the Arctic, we decided to look for 
trichinosis among the sledge-dogs and carnivora of 
Dronning Louise Land. 

No further evidence of this disease was seen among 
the men. They had an occasional meal of seal or polar- 
bear meat, but this was always thoroughly cooked. All 
other food came from Britain. 
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‘The Dubettanies: -- iacalnaa were salieatid from the 
sledge-dogs which were shot or died during the second 
year, and also from the local fauna, of which Arctic fox 
was the only carnivore. 

Specimens of fore-leg muscle or diaphragm were taken from 
the dogs, and of masseter and diaphragm from the fox. They 
were preserved in dry salt or alcohol, which are considered 
satisfactory preservatives, and when the expedition returned, 
the specimens were examined at the department of pathology 
of the Royal Army Medical College. 

Each specimen was cut in half, one piece being placed in an 
artificial gastric-juice solution to dissolve out any cysts. The 
other piece was embedded in paraffin and sectioned. The best 
material was diaphragmatic muscle, since intercostal muscle 
was difficult to section. In no case was it possible to recognise 
the cysts by the naked eye. 


The findings were as follows : 


Examined No. infested 
9 dogs 7 
6 foxes 0 
7 newborn puppies — 0 


In 6 of the 7 cases of infection the result was positive 
by both methods. In the 7th case no cysts were 
demonstrated on dissolving out. 


Comment 

It is interesting that, like Roth (1949), we found no 
infestation in the fox, though the numbers are perhaps 
too small to justify any conclusion. 


Of the 2 dogs not infested, one was a bitch born in 
Dronning Louise Land which had had little opportunity 
to eat raw meat. The other 8 dogs examined had been 
brought, with 29 others, from West Greenland ; and the 
high prevalence of trichinosis in such dogs agrees with the 
findings of Roth (1949). It is no doubt perpetuated in 
West Greenland by the habit of feeding them with the 
raw meat of polar bear, walrus, and seal, and also with 
the carcasses of older dogs which have been shot. 

Leiper (1938) has drawn attention to the significance 
of this infestation in Polar exploration. Dogs given fresh 
meat from other carnivores run a great risk, which may 
explain the occasional unexpected breakdown in the 
stamina of dog-teams,-and sudden death of dogs, on 
Polar journeys. 

Our observations should further discourage readers 
from eating undercooked meat in Greenland. 

We are indebted to Colonel L. R. 8. MacFarlane, professor 
of pathology at the Royal Army Medical College, who kindly 
carried out the laboratory investigations for us. 


REFERENCES 


Leiper, R. T. (1938) ay aoe Soc. London, 108 Gu ©), 13. 
Lewis, H. E., Masterten, . (1955) Lancet, ii, 494, 549 
Roth, H. (1949) Nature, Lond 163, 806. 


THE BLADDER NECK 
STEPHEN POWER 
M.S. Lond., F.R.C.S. 
SURGEON TO ELTHAM AND MOTTINGHAM HOSPITAL; SENIOR 
SURGEON TO THE DREADNOUGHT HOSPITAL, LONDON 

THE medical student is surprised to learn that the 
degree of obstruction caused by an enlarged prostate 
bears no constant relation to the size of the prostate. The 
reason for this, which no-one bothers to explain to him, 
is that there is a second factor involved—namely, the 
musculature around the bladder neck—and of the two 
this is probably the more important. 

In the animal kingdom only the dog develops an 
enlarged prostate, and even he is none the worse for it, 
because the enlargement is free to thrust its way harm- 
lessly up into the bladder. In man the more elaborate 
sphineteric arrangement at the bladder neck interferes 
with this simple way out of the difficulty, but the pro- 
static patient who notes that his water comes more 
freely when he stops straining is unwittingly taking 
advantage of it. Diminution of muscular tone during 
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sleep or under anesthesia produces the same effect and 
explains the bed-wetting of the later stages of the disease. 
Some day we may discover a drug that puts the sphincter 
out of action: so far we have only found one that 
constricts it—ephedrine does this, as the elderly 
asthmatic sometimes learns to his cost. 


Anatomy of the Enlargement 


Whatever may be the nature of the change that 
enlarges the prostate, two facts about it are indisputable : 
(1) it is very common, and (2) it is limited to the central 
part of the gland. So common is this adenomatous 
enlargement that it is found, in greater or less degree, 
associated with almost any form of prostatic disorder— 
with prostatic calculi, with prostatic carcinoma, and even 
with prostatic fibrosis. 

The adenoma (as good a name for it as any other) 
grows slowly. In the early stages the process is of limited 
extent, and quite poorly detined—a fact that is not 
unimportant for the surgeon to remember. It has been 
said that a prostate, like a cataract, must ripen before 
it is fit to be removed. Fortunately the ripening prostate 
seldom causes symptoms, so there is no great temptation 
to interfere with it prematurely. 

Randall’s (1931) classical work on the pathology of 
the enlargement shows that it tends to follow certain 
patterns or combinations of patterns : 


(1) The lateral lobes enlarge, either in situ or by 
insinuating themselves through the sphincter vesice into 
the bladder. A patient with this type of enlargement 
complains of urgency and frequency ; but, like the dog, 
he y not accumulate residual urine, and, if he is 
unlucky enough to develop an acute retention, he can be 
cured, for the time being at least, by passing a catheter 
and emptying his bladder. 

(2) The posterior commissure, or ‘‘ middle lobe,” 
enlarges. This enlargement arises in the tissue connecting 
one lateral lobe to the other beneath the floor of the 
internal meatus, and consequently is ideally placed for 
interfering with the comaineked musculature of the 
bladder neck. The sphincter vesice is stretched and the 
trigonal muscle hypertrophies in consequence. Micturi- 
tion is increasingly difficult, but frequency only grows 
troublesome when emptying becomes incomplete and 
residual urine accumulates in the bladder. Catheterisa- 
tion does not cure retention when it supervenes, or if it 
seems to do so, leaves the patient with an overflow which 
may go unsuspected. 


Types 1 and 2 are often combined giving the ‘‘ horse 
collar ’’ appearance from above. 

(3) The subcervical lobe enlarges upwards through the 
meatus in a pedunculated fashion. The symptoms are an 
early irritative frequency, which develops into an over- 
flow, ending in retention, and, since residual urine has 
been mounting steadily, this is not cured by catheterisa- 
tion. 

(4) The posterior lip of the internal meatus becomes 
elevated and thickened, either as part of a fibrosing process 
in the prostate generally or as an early stage of posterior- 
commissure formation, so that a sort of threshold is 
formed at the entrance of the bladder. The two processes 
are pathologically distinct, but produce similar mechanical 
results. At operation it may be difficult to force a finger 
through a meatus of this type, which, in striking contrast 
to the patulous meatus usually found with adenomatous 
formation, is small and rigid. Both these conditions tend 
to start much earlier in life than a frank enlargement, 
and the patients complain of having to pass small amounts 
at short intervals with a stream which becomes steadily 
feebler. Residual urine may amount to enormous 
quantities, but retention is more likely to be of the 
overflow variety. Women occasionally develop a similar 
disorder. 


It will be noticed that, of the symptoms produced by 
these various enlargements, those of the first group are 
irritative, while those of the other three are mainly 
obstructive. 
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From a physiological standpoint it is also possible to 
make a broad distinction: the obstructions can be 
divided into those with a more yielding and those with a 
more rigid meatus. I believe this is a very important 
distinction. 


Bladder Response to Obstruction 


There are two possible vesical responses to obstruction 
—hypertrophy or dilatation—and these may be combined, 
or follow one upon the other. Which gets the upper hand 
depends on : 

1. Age and General Condition of the Patient.—An elderly 
patient’s bladder, or the bladder of a patient who is ill 
in bed, will dilate atonically in the presence of very little 
obstruction or no obstruction at all. Acute retention is 
common in younger men and acute-on-chronic or over- 
flow retention in older men. 

2. Rate of Onset.—A very insidious obstruction tends 
to cause dilatation rather than hypertrophy. 

3. Nature of the Obstruction.—Herein lies the importance 
of distinguishing between a yielding and a rigid meatus. 
With a yielding meatus the neighbouring musculature is 
given every opportunity and encouragement to hyper- 
trophy: with a rigid meatus its efforts are entirely 
fruitless. Like the musculature operating on an ankylosed 
joint, it atrophies, and in consequence the bladder becomes 
progressively more distended; an extreme example is 
seen in a case of long-standing fibrosis of the bladder 
neck, when the bladder may have a capacity of anything 
up to a gallon with the thickness of a piece of blotting- 
paper. 

4. The frequency.—Frequency leads to hypertrophy. 
Again the meatus plays a part, for the yielding meatus is 
often patulous as well, with the result that the posterior 
urethra is continually stimulated by the seepage of urine 
into it, and the patient is never free for very long from 
the urge to micturate. 


The Bladder Musculature 


It is customary to divide the bladder musculature 
into a trigonal component which opens the meatus and a 
detrusor which empties the viscus, but it is doubtful 
whether the function of the two is as sharply differentiated 
as this suggests. Certainly they have a contrasting 
structure, the trigonal muscle being a compact sheet, and 
the other a loose network ; but they are continuous with 
each other, and an independent nerve-supply has not 
been demonstrated. 

The bladder is thicker towards its base and thinner 
towards its fundus, in keeping with physiological require- 
ments. In the obstructed bladder this contrast is more 
conspicuous. A thickness of */, in. below with no more 
than '/, in. above is not unusual. Distension plays a 
part in producing the disparity, but it does not explain 
all cases, since the same difference is seen when there is 
no residual urine and capacity is reduced to a few ounces. 
Another possibility suggests itself. It may be that the 
bladder base is thicker when the outlet is obstructed, 
because the hypertrophy starts below with the efforts of 
the trigonal muscle to open the meatus, and only spreads 
upwards and outwards to the detrusor muscle at a later 
stage. Were it intended primarily to empty the bladder 
it would surely be more uniformly distributed from the 
start. If this interpretation is correct it means that 
trigonal hypertrophy is a necessary forerunner of detrusor 
hypertrophy ; without one the other cannot occur. 

Because of the crisscross arrangement of its muscle 
bundles, hypertrophy of the detrusor is nearly always 
accompanied by more or less trabeculation—the trabe- 
cule, being, of course, isolated strands of muscle raised 
above the level of the remainder. Like the hypertrophy 
these trabecule develop first in the lateral recesses and 
retrotrigonal area ; as time goes on they are seen on the 
sides and vault, but even so they remain most noticeable 
around the base. 

Saccules tend to form between the trabecule and these 
may become diverticula. When this happens it is not 
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surprising that the diverticula shentd be multiple and 
show the same distribution as the process which gave 
rise to them. Diverticula of this type are seldom large 
or difficult to remove. The solitary diverticulum found 
behind a contracted bladder neck is less easy to deal with 
—or to explain. 

Per contra, dilatation, whether it occurs from the 
start or follows on hypertrophy, affects mainly the vault, 
leaving the base untouched, except the area behind the 
interureteric bar, which subsides into a bas fond. As a 
rule the dilatation is uniform; but occasionally it is 
eccentric, and one or other lateral wall or perhaps the 
dome of the bladder balloons out independently. 

The unfortunate thing about vesical dilatation is 
that, when it has been present for a long time or when 
it exceeds a certain limit, it becomes irreversible. Even 
after removal of the obstruction the bladder is still 
unable to empty itself. This leads to many sequele and 
is a strong argument in favour of early operation. 


Renal Back-pressure 


The ureteric orifices are not splayed open when the 
bladder outlet is obstructed: on the contrary they are 
constricted by the hypertrophy of the bladder muscle. A 
cursory examination of a post-mortem specimen will show 
that this is so: the intramural ureter in these cases is 
narrower than normal; the dilatation only commences 
outside the bladder wall. One is struck by the contrast 
between the thin-walled ureter and the thick-walled 
bladder, and imagines the difficulty that the one might 
have in overcoming the resistance of the other. 

This observation throws grave doubt on the assumption 
that renal back-pressure results from ureteric reflux. 
Actually ureteric reflux is seldom seen in prostatic 
obstruction. Bumpus (1924) found it in only 4:7% of 
474 cases before, and a slightly higher percentage (11-4) 
after, operation. When present before operation it was 
commonly unilateral, whereas the back-pressure was 
bilateral, so that it could not be held responsible for the 
back-pressure. The increased incidence of reflux after 
operation is probably related to infection, which converts 
the intramural ureter into a rigid track. 

Renal back-pressure, therefore, must be related to 
muscular hypertrophy interfering with the emptying of 
the ureter, and not to intravesical tension. It may, in 
fact, develop when the bladder is emptying itself com- 
pletely as well as when it is always half full. Many a 
patient suffers from extreme effects of obstruction, with 
gross vesical trabeculation, dilated upper urinary tract, 
and elevated blood-urea, yet has a negligible residue. 
Back-pressure sometimes exists where obstruction is not 
a factor, as in chronic cystitis with intractable frequency 
of micturition, or persists where it has been completely 
relieved by drainage—hence the sometimes disappointing 
results of suprapubic cystotomy. Per contra, it is 
delayed in Marion’s disease, although there may be a 
large residual amount of urine, because hypertrophy is 
never a prominent feature of this condition. So we see, 
in varying combination and degree : 

Rigid outlet—muscular atrophy—back-pressure late. 

Yielding outlet—muscular hypertrophy—back-pressure 
early. 

Once the ureters begin to dilate, deterioration is rapid, 
for their feeble musculature has little reserve of power. 
Quite soon the calyces of the kidneys lose their definition, 
the pelves become distended, and it is not long before 
there is renal as well as vesical residual urine. But the 
distension does not progress steadily from below up. 
There is a stage when it is quite considerable at the lower 
end of the ureter and in the pelvis of the kidney, while 
the upper end of the ureter remains almost normal. 
Even in an advanced case there may still be evidence 
of this anomaly, which is probably due to the fact that 
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the pelvi-ureteric sphincter mechanism intervenes 
between the pelvis and the ureter just as the uretero- 
vesical does between the ureter and bladder. It may be 
argued that no such sphincter exists, and indeed there is 
no evidence of it in an anatomical sense, but that there 
is a physiological break at this level no-one can doubt 
who has any knowledge of hydronephrosis. 

If the existence of sphincter mechanisms at the outlet 
of bladder, ureters, and pelves, is recognised, then it is 
permissible to think of the urinary tract as a series of 
locks, separated by gates which open and close. The 
locks may overflow, but the gates rarely give way. 


Summary 


1. The types of enlarged prostate are described. 

2. It is suggested that the relative rigidity or laxity of 
the bladder neck is a factor in determining the vesical 
response. 

3. It is suggested that on this response depends the 
degree of renal back-pressure. 
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ARTIFICIAL hypothermia has been used in the treat- 
ment of various infectious diseases such as tetanus 
(Janbon et al. 1942, Mollaret et al. 1952, Contzen 1954), 
traumatic meningitis (Francillon et al: 1953), septicemia 
(Martin 1953), and post-infectious encephalitis (Janbon 
et al. 1953). 

Brehme (1955) proposed the use of chlorpromazine- 
induced hypothermia in poliomyelitis, and Rollason 
(1955) has since suggested that ‘ Hydergine’ might be 
preferable because chlorpromazine might increase the 
oxygen requirement. 

Chlorpromazine by itself has been used in acute polio- 
myelitis (Thieffry 1954, Harries and Lawes 1955). In 
these cases, however, no attempt was made to induce 
hypothermia. We have not been able to find any pub- 
lished report of such treatment in acute poliomyelitis. 


Case-report 

A farm labourer, aged 23, had a history of pulmonary 
tuberculosis that had been quiescent for 4 years. In January, 
1955, catarrhal symptoms and muscle pain developed. He 
continued his work for the next 5 days, when rapidly pro- 
gressing paralysis came on. Some 12 hours after the onset of 
these symptoms he found it difficult to breathe and was 
admitted to the respiratory centre of the Epiderhic Hospital, 
Malmé. During transport to hospital artificial respiration 
was necessary. He had paralysis of the arms, legs, and bladder. 


Treatment after Admission 
The patient was immediately tracheotomised, and artificial 
respiration was instituted with a respirator of the Lundia 
type (Hellsten 1953, Hellsten and Midrner 1954, Haglund and 
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Waldinger 1954), with which rhythmic ‘compression 

of a pair of rubber bellows pumps air through the 3 
tracheal tube. During a third of the respiratory cycle 
there is positive pressure in the patient’s airways, 
and expiration is facilitated by a slight negative 
pressure during expiration (-3 cm. H,O). This 
provides adequate ventilation with low endotracheal 
mean pressure without any adverse effect on the 
pulmonary circulation. The respirator permits 
exact adjustment of the tidal air and respiratory 
frequency. 

The trachea and bronchi were kept free from 
mucus by frequent changes in the position of the 
patient and by repeated suction with a rubber 
catheter passed through the tracheal tube. 

Ventilation was controlled by determination of 
the alveolar carbon-dioxide level by infra-red gas- 
analysis (Fastie and Pfund 1947, Fowler 1949, 
Miérner 1954). Ventilation (fig. 1) was adjusted 
according to the alveolar carbon-dioxide level, which 
was maintained at about 5% (by volume) or less, 
according to the decrease in body-temperature. The arterial 
oxygen and carbon-dioxide tensions were estimated by the 
method of Riley et al. (1945). In our laboratory we have found 
the normal pO, at rest to be 80-95 mm, Hg. 
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Progress 

During the first day the body-temperature gradually rose 
to 40-4°C (104-7°F) (fig. 1). Adequate elimination of carbon 
dioxide required a ventilation of 11-5 litres per min. (fig. 1). 
The arterial oxygen tension (fig. 2), determined first before 
oxygenation was started, was slightly decreased. Because of 
clinical signs of oxygen-want, some hours later (fig. 2) the 
patient received oxygenated air (3 litres of oxygen per min.). 
Despite this oxygenation, subsequent analyses showed sub- 
normal oxygen tension. Such a discrepancy between carbon- 
dioxide elimination and oxygen intake can be due to lung 
collapse or to impaired diffusion in the alveolar membrane 
(Elam et al. 1948, Riley 1951, Riley and Cournand 1951). 
There was abundant bronchial secretion, which might have 
favoured lung collapse and impaired diffusion. Daily bedside 
radiography, however, never showed definite signs of any 
large area of collapse. Energetic measures to eliminate any 
small areas produced no improvement. 

In the evening of the second day after admission the 
patient had high pyrexia and was restless, and despite extra 
oxygen the blood was not properly oxygenated. The prospects 
of survival were regarded as poor, Control of the oxygen-want 
was considered necessary if the patient was to be carried over 
this crisis. It was therefore suggested that either the oxygen 
supply should be increased or the oxygen consumption should 
be reduced by induced hypothermia. Further increase in 
the oxygen supply would involve the risk of bronchial edema, 
impaired diffusion, and lung collapse. Moreover the rising 
temperature itself might be fatal (Engstrém 1954, Lassen 
1954). With this in mind hypothermia was tried. 
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Fig. 2—Oxygen supply and arterial oxygen tension. 


Induction of Hypothermia 


Hypothermia was induced by the method of Cahn (1954). 
After intravenous injection of just enough amylobarbitone 
sodium to induce sleep, the patient received 5 ml. of Cahn’s 
solution ‘M2’ every 10 min. for the first 3 hours, then every 
half-hour until his body-temperature had dropped to 37°C 
(98-6°F). Further doses were given only when his temperature 
tended to increase. 


Cahn’s solution M2 consists of hydergine 6 parts ; pethidine 
(50 mg. per 100 ml.) 1 part; promethazine hydrochloride 
(‘ Phenergan’) 3 parts; and physiological saline solution 
10 parts. 

The room-temperature was kept at 13-15°C (55-59°F) 
simply by keeping the windows open. The patient lay naked 
on his bed, and during the first few hours ice-bags were 
placed on his groins to accelerate cooling. His body-tempera- 
ture was recorded continuously with thermo-electric apparatus 
with a rectal thermo-couple. His body-temperature was 
lowered to 345°C (94:1°F) at which the patient felt comfort- 
able, and the arterial oxygen tension and the respirations 
suggested that further depression of the temperature was 
unnecessary. Care was taken to end the hypothermia slowly 
to prevent reactive hyperthermia. Not until the windows had 
been closed for some time were the radiators turned on again, 
and then only gradually. 


Effect of Hypothermia 

With decreasing temperature ventilation had to be dimin- 
ished to maintain normal alveolar carbon dioxide. Despite the 
decrease in ventilat on and oxygen supply the arterial oxygen 
tension increased (fig. 2). On inspiration of room. air without 
additional oxygen, however, the tension tended to fall to 
subnormal levels (fig. 2, fourth day), for which reason oxygen 
was added. The amount of extra oxygen required was calcu- 
lated from the determinations of the oxygen tension. The 
need of this slightly increased amount of oxygen despite 
decreased oxygen consumption was probably due to collapse 
of small portions of lung. 


The restoration of body-temperature made a slight increase 
in ventilation necessary (fig. 1), and when the body-tempera- 
ture reached 37°C (98-6°F) the patient was ventilated with 
8 litres of air with an addition of 0-3 litre of oxygen per min. 
(figs. 1 and 2). 

During the first few hours of hypothermia much improve- 
ment was noted in the patient’s genera] condition and it 
persisted throughout the treatment. He did not feel cold and 
lay in a twilight sleep, from which he could readily be 
awakened. No shivering was observed. During hypothermia 
the blood-pressure fell from 185 80 to 125 90 mm. Hg. After- 
wards the blood-pressure rose again to 145 85. Hypothermia 
was thus accompanied by a considerable fall in the systolic 
blood-pressure but not in the diastolic, which tended to 
increase slightly. 

Fluid, electrolytes, amino-acids, and blood were adminis- 
tered by intravenous drip. After a few days the patient also 
received protein-rich and high-caloric food through a stomach- 
tube. The levels of sodium, potassium, calcium, chloride, and 
bicarbonate in the serum were regularly found to be normal 
and the serum-protein level slightly decreased (6-5 g. per 
100 ml.). Because of paralysis of the bladder an indwelling 
catheter was Electrocardiography was normal 
throughout the period of hypothermia. 
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Discussion 

In this case of rapidly progressing poliomyelitis, with 
total respiratory paralysis and hyperpyrexia, artificial 
respiration could not supply the increased oxygen 
required. Induction of hypothermia permitted consider- 
able reduction of the ventilation and of the extra oxygen 
supply. In view of the unfavourable experiences of 
Lassen (1954) and Engstrém (1954) and the favourable 
effect of induced hypothermia in the present case, moder- 
ate hypothermia is recommended in similar cases with a 
poor prognosis. It not only decreases metabolism to a 
level permitting adequate ventilation, which is a condition 
of success, but also gives the patient complete relief 
during the often painful acute stage of poliomyelitis. The 
body-temperature need only be lowered enough to main- 
tain satisfactory oxygenation of the tissues; but if 
necessary it could probably be lowered to 30°C (86°F) 
without risk of the cardiac arrhythmia which may be 
seen at lower temperatures. 

In the present case the paralysis was fairly widespread 
before hypothermia was induced. However, as is well 
known, the spread of the paralysis is not correlated with 
the degree of hyperpyrexia due to virus infection of 
those parts of the central nervous system regulating the 
body-temperature. Whether early hypothermia can 
influence the development of the paralysis is not 
known. The patient has improved somewhat while in 
hospital. 
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We should add that successful induction of hypothermia 
in poliomyelitis requires (1) sufficient personnel well 
trained in the care of respiratory distress ; (2) modern 
equipment for artificial respiration ; and (3) analysis of 
the expired air and blood gases so that the ventilation 
can be frequently adjusted. 
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Preliminary Communication 





A.P.C. VIRUSES AND RESPIRATORY 
DISEASE IN NORTHERN ENGLAND 


A NEw group of viruses has recently been discovered 
in the U.S.A.!2 The viruses multiply readily in human 
epithelial cells in tissue-culture but not in the embryo- 
nated hen’s egg or any laboratory animal so far tried. 
Infected cells become rounded and clumped; _ they 
produce large amounts of infectious virus and a soluble 
complement-fixing antigen. The viruses may be separated 
into types by cross-neutralisation tests in tissue-culture, 
but they produce a common complement-fixing antigen. 
They have been recovered from tissue-cultures of a high 
proportion of surgically removed adenoids and tonsils * 
and have been termed the a.p.c. (adenoidal-pharyngeal- 
conjunctival) viruses. 

Isolations of virus and antibody responses indicate 
that these viruses may cause outbreaks of acute pharyn- 
gitis and conjunctivitis in civilians, especially children,® 
and acute respiratory disease and atypical pneumonia in 
Servicemen.** The epidemic disease of children has 
been named pharyngo-conjunctival fever. Antibody 
surveys indicate that infection by these viruses is widely 
disseminated in certain North American populations.* ® 
In Sweden the viruses have been recovered from feces 
and lymph-nodes of patients with mesenteric lymph- 
adenitis.’ 

We present here data collected in a study designed to 
demonstrate the existence of these viruses in Britain and 
their association with disease. 


W. P., Huebner, R. J., Gilmore, 
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Isolation of A.P.C. Viruses in Material from Sheffield 

18 adenoids were cultured. From cultures containing 
degenerated cells we obtained 8 agents which were trans- 
missible in cultures of the HeLa strain of human epider- 
moid carcinoma cells. The properties of these are being 
studied, and the results so far obtained are given below. 
All of 3 agents tested passed through glass filters which 
retained bacteria. All of 5 agents tested were still 
infectious after overnight contact with ethyl ether at 
4°C. All 8 agents are apparently insusceptible to 
penicillin and streptomycin, and cause in HeLa cells 
degeneration like that described by Rowe et al.! and 
Hilleman and Werner.? 2 strains were studied by 
inoculation into other hosts. They caused degeneration 
of cultures of human embryo, lung epithelium, human 
kidney, monkey kidney, and rabbit kidney, and delayed 
degeneration in human-embryo fibroblasts. They had 
no effect on chick-embryo fibroblasts or on lung epithelial 
cells, and caused no apparent disease of suckling or young 
adult mice when inoculatd by the nasal or intracerebral 
routes. 

The cells and fluids from HeLa cell cultures infected 
with these agents were frozen, homogenised, and centri- 
fuged at 3000 r.p.m., and the supernatant fluids were 
used as antigens in a complement-fixation test with a 
human convalescent serum kindly supplied by Dr. M. R. 
Hilleman. Both of 2 strains tested gave specific fixation. 
Rabbit immune sera against types 1—6 A.P.c. viruses were 
kindly supplied by Dr. H. G. Pereira. Diluted culture 
fluids containing each of 5 agents were mixed with 
samples of the above immune sera, and in each case 
specific neutralisation of the degenerative effect of the 
virus on rabbit-kidney cultures was demonstrated. By 
this test the agents were assigned to types 1, 2 (2 agents), 
and 5 (2 agents). 

It is concluded that adenoids collected in Sheffield 
yield viruses which have the biological properties of 
A.P.C. Viruses. 

Demonstration of Human Antibodies for A.P.C. Viruses 

Complement-fixation tests on ‘ Perspex’ plates * were 
used with antigens prepared in tissue-cultures from two 
strains of virus derived from adenoids in Sheffield. 


Dumbell, K.. J. gen. Microbiol. 1949, 3, oT. 


8. Fulton, F., 
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Sera from apparently normal persons (54 students and 
65 factory workers) were titrated by this technique. 
20% of the students and 76% of the factory workers 
showed complement-fixation antibodies at a titre of 
1/4 to 1/64. 

Titrations were also made on paired sera from 254 
military and civilian patients with acute respiratory 
disease of many clinical types. Antibody levels in the 
acute-phase sera were comparable with those in the above- 
mentioned groups. Greater than fourfold rises in anti- 
body against A.p.c. viruses believed to indicate infection 
were found in 17 soldiers and 1 civilian with acute 
respiratory-tract infections of the type previously 
described in this country as ‘‘ febrile catarrh.’’ ® Similar 
rises also took place in the serum titres of 3 elderly 
patients with acute relapses of chronic bronchitis. Some 
of these rises were confirmed by specific neutralising 
antibody titrations. A fuller analysis of the correlation 
between the clinical and the laboratory findings will be 
published later. By complement-fixation tests on the 
same sera if was possible to recognise two cases of 
influenza-A infection, 28 of influenza-B infection, and 6 
of influenza-C infection. All these serological responses 
were specific except 1 rise in titre against both A and B 


EXAMPLES OF SEROLOGICAL RESPONSES FOUND IN SERVICEMEN 
WITH ACUTE RESPIRATORY ILLNESS 


Complement-fixation titre against 


Case 
no 
Influenza Influenza Influenza A.P.C. 
° Ct 
1 2/962 $/<4 <8/<8 <4/<4 
2 4 t 4/24 8/8 <4/<4 
3 <4/<4 4/<4 <4/40 8/12 
' <4/<4 1/<4 <4/<4 <4/16 
* “soluble” or S antigen. 
t, amniotic-fluid antigen. 
t, first figure = titre of serum obtained at onset of illness; second 


figure titre of serum obtained about 14 days after onset. 


influenza viruses. Examples of our serological findings 


are illustrated in the table. 
Summary 
A.P.c. viruses have been isolated from adenoids 


removed in Sheffield. 

Complement-fixing antibody against the A.P.c. viruses 
‘was found in many members of the several population 
groups tested, and rises in antibody titre, indicating 
specific infection, were found in paired sera from 20 
persons with acute respiratory illnesses. 
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New Inventions 


AN AID TO SUTURE OF THE LEFT MAIN 
BRONCHUS 


WHEN a left pneumonectomy is performed, with the 
patient prone, the surgeon, in closing the bronchus, is 
often hampered by the aorta, which, at the optimum site 
of bronchial division, may overlap by an inch or more. 
This difficulty is particularly noticeable if the open- 
bronchus method of closure is used—i.e., no proximal 





bronchus clamp is employed. It is usually technicaly 
easier to insert the needle from the anterior aspect than 
from the posterior, but it is then often hard to identify 
the needle-point as it emerges through the posterior wall 
of the bronchus. The instrument illustrated above was 
made to my specifications by the Genito-Urinary Instru- 
ment Company, Ltd. Not only does it -—— adequate 
access to the bronchus stump with the least possible 
retraction, but it enables one to recognise the needle- 
point as it emerges. 
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A SENSITIVE PULSE-INDICATOR 

THE indicator was originally designed to simplify the 
estimation of the systolic blood- -pressure in severely burnt 
patients. It is now also being used as an aid in 
hypotensive anzsthesia. 

A small microphone,' connected as shown in the 
diagram, is strapped to the pulp of the patient’s thumb 
or big toe, and a sphygmomanometer cuff is applied at 
some suitable place proximal to it, if necessary over 
bandages. The cuff is inflated until the arterial supply is 
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M, U.S. Army T-30-V throat microphone with brass cover removed. 
R, 270 ohms. C, 100 mfd 50-V. wkg electrolytic condenser. 

ua, 50 or 100 nA FSD micro-ammeter or ex-W.D. visual indicator No. |. 
VR, sensitivity control. 5000 ohms variable resistance with switch S. 
S, on-off switch on VR. B, 12-18-V. battery. 

VR must be connected so that slider is at point ‘‘ a’ when S operates. 
occluded and the microphone no longer picks up pulsa- 
tions. The air is slowly released, and the pressure in the 
cuff at which the meter pointer again starts to oscillate 
is taken as the systolic blood-pressure. 

By this method it has been found possible to determine 
systolic pressures of 25 mm. Hg in an adult and of 45 mm. 
Hg in a child aged 5 years. D. C. Suwpson 


B.SC., PH.D.Edin. 
Member of external staff, 
Medical Research Council 


Department of Surgery, 
University of Edinburgh 


1. Keating, V. J. "Brit. med. J. 1952, i, 1188. 
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A VERSATILE THOMAS SPLINT FOR SLIDING 
TRACTION 

To overcome the difficulty, frequently experienced, 
of obtaining a Thomas splint of the appropriate size, 
routinely or in emergency, the following modification 
has been found helpful. 

The splint (fig. 1) consists of a half-ring and strap, two 





Fig. |—The parts ready for assembling (fig. 2). 


side-bars (one 2 inches longer than the other), and two 
angled end-pieces. 


The half-ring is made of malleable iron, to which two side 
brackets are attached and hinged to allow the outer side to 
be higher than the inner, when used either for left or right 
limbs. The half-ring is padded and covered with leather, 
which is continued as a soft strap. A half-ring, being malleable, 
may be opened or closed a little to fit the thigh. The longer 
side piece is used for the outer side. The longer end-piece 
may be used as a knee-flexion piece (fig. 2). 

The two side-bars are made of duralumin, with holes at 
regular intervals ; each bar fits into the sleeved hinge bracket 
of the half-ring with one screw, and to the end-piece with 
two screws. 


Either end-piece may be fastened to the side-bars to give 
the required length, or the longer may be fastened at the 
level of the knee and used as a knee-flexion device 
(fig. 2). 

The splint in fig. 2 is suspended by a pair of cords previously 
prepared with “‘s”’ hooks that fit in the holes of the 
splint. The outer cord is adjustable by means of a simple 
brass strip with two holes (“ guy-rope”’ method) and this 
allows some control of rotation of the splint and leg (e.g., 





Fig. 2—Splint suspended using knee piece, for skin traction. 
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shortening the outer cord causes internal rotation) (see also 
fig. 1). 

In order to fit a splint to any size of limb, a set of three 
half-rings, four side-bars, and two end-pieces is required. 
These components are interchangeable and a small stock 
will allow of many splints being used at the same time. 
Sufficient parts for a large accident or orthopedic depart- 
ment may be stored in a small space. The cupboard 
(from Messrs. Gamages Ltd.) holds 
a stock sufficient to provide many 
splints and the oddments are kept 
in the drawer (fig. 3). 

It is convenient to keep in the 
splint-room a bag (a tennis-bag does 
well) containing three half-rings, two 
side-bars, and two end-pieces, to- 
gether with cords, &c. This bag 
can be taken to the bedside, where 
a splint to fit any type of patient, 
whether small child or large 
adult, can’ be assembled in a few 
minutes. 

The splint is light, rigid, and 
easily cleaned, and looks attractive. 





Fig. 3—Splint cupboard with 
emergency bag. 


I am indebted to Mr. 
Charles Gray for his encour- 
agement; to Dr. Tecwyn 
Jones who, as house-surgeon, 
gave most valuable help in 
the later development and 
trials of this splint; and to 
the workshops of Harlow 
Wood Orthopedic Hospital 
and the Royal Free Hospital, 
London. The photographs 
were taken by Mr. J. Sheppard. 
These splints bave been made 
by Remploy Ltd., Croydon, 
Zimmer Orthopedic  Ltd., 
and The London Splint 
Company. 


Roy H. MAupsLey 
M.B. Lpool, F.R.c.s. 


Heatherwood Orthopedic | 
Hospital, Ascot, Berks ° 
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Reviews of Books 





Urology 
Edited by MerepiTH CAMPBELL, M.S., emeritus professor 
of urology, New York University. Philadelphia and 
London: W. B. Saunders. 1954. Pp. 2356. Three 
volumes. £15. 


Tus is a solid contribution to urological literature. 
There are 52 contributors, all eminent and all but 3 
American. (To speak of even 3 non-Americans is perhaps 
misleading, for 2 of them come from Toronto and Puerto 
Rico: Mr. Terence Millin is the only complete foreigner.) 
The book is therefore a statement of American urological 
opinion and practice, and British readers will have to 
adjust their focus a good deal. For example, in the 
chapters on prostatectomy the standard transvesical 
operation given is a modification of what we would call 
Freyer’s (that is to say it is followed by suprapubic 
drainage): transvesical prostatectomy with closure is 
added as if it were an ingenious but not altogether 
respectable alternative. Perurethral prostatectomy is 
described in terms of the diathermy-loop technique, and 
the cold punch is no more than mentioned once. in 
passing. Such differences from standard British practice 
are of course common, but the direction taken by the 
divergence is sometimes unexpected. There is a remark- 
able freedom from contradictions and inconsistencies in 
spite of the multiple authorship. In a students’ textbook 
this is desirable ; but in a work such as this there is a 
place for some contradictory or even irreconcilable 
opinions and perhaps the editor has chosen his team too 
carefully. On the other hand extremist views on purely 
technical matters would be unsuitable, and it is good to 
read Nesbit’s remark that ‘‘a duffer at golf does not 
shoot par by the purchase of fancy clubs.” 

The general plan of the book is conventional, with 
special sections devoted to urology in childhood (written 
by the editor), urology in the female, and medical 
diseases of the kidney. A meagre section on radiation 
treatment, though it comes with all the authority of 
the New York Memorial Hospital, is confined almost 
entirely to surgical radiotherapy of the most conventional 
sort. The articles on aga urology are segregated 
from the rest of the book and written by a different set 
of authors. Even this dichotomy does not seem to 
lead to contradictions : for example, Hinman’s discussion 
on hydronephrosis is harmoniously matched and ade- 
quately supplemented by Priestley’s account of the 

surgery of the kidney. 
' It is in the main a very good book and will surely be 
the standard American work on urology for some years. 
Mr. Winsbury-White’s is the only British book which 
can be compared with it. 


Advances in Pediatrics 
Vol. vu. Editor: 8. Z. Levrye, Cornell University 
Medical College, New York. Chicago: Year Book 
Publishers. London: Interscience Publishers. 1955. 
Pp. 351. 62s. 


OUTSTANDING among the contributions to this annual 
collection of monographs are Meredith Campbell’s lucid 
and comprehensive te | of urinary-tract disorders 
in childhood—a _ textbook of pediatric urology in 
miniature, save that operative details are omitted—and 
the review of fibrocystic disease of the pancreas (muco- 
viscidosis) by Shwachman and Leubner, which contains 
much material hitherto unpublished. Of icular 
importance is the recognition of those cases which only 
have partial pancreatic insufficiency, even though severe 
pulmonary disease may be present. The concentration 
of sectectyten in the sweat of patients with fibrocystic 
disease has been shown to be 2-4 times higher than 
normal, and the simple method of collecting specimens 
of sweat which the authors describe may prove of 
considerable value in diagnosis. 


Other monographs deal with benign, symptomless, cortical 
defects in the long bones of growing children (Caffey) ; phono- 
cardiography in children (Mannheimer) ; severe malnutrition 
in childhood, especially as seen in tropical and subtropical 
countries (by a group of Mexican authors); and cerebral 
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palsy (Perlstein), with the emphasis on etiology and clinical 
classification rather than treatment. There is a brief but 
authoritative paper on Hirschsprung’s disease by Swenson. 





Biomathematics (3rd ed. London: Charles Griffin. 1954. 
Pp. 712. 80s.).—If a science becomes more mathematical as 
it progresses, then medicine has not yet achieved sophistica- 
tion. But it is going that way, and research-workers in the 
laboratory sciences will welcome the appearance of a rejuve- 
nated Feldman’s Biomathematics. Dr. Feldman’s original 
aim was to give a background of just those mathematical 
ideas and methods which are immediately applicable in 
biology ; Dr. Cedric Smith, author of the present volume, 
so extended the scope and modernised the content of the 
original form that it is almost a new publication. Although 
a chapter is devoted to simple statistical procedures, this is 
not a textbook on statistics, but an introduction to the study 
of any of the standard texts on that subject. The bulk of the 
volume is forbidding; but Smith takes little for granted : 
the intelligent layman is given enough help towards the 
understanding of mathematical concepts which are by no 
means immediately self-evident. Quite large sections of the 
book are intended to explain methods of particular interest to 
biologists which are not fully set out elsewhere; these are 
useful for reference but need not be digested at a first 
reading. 


Réaction organique a l’agression et choc (2nd ed. 
Paris: Masson. 1955. Pp. 261. Fr. 1400).—Dr. H. Laborit 
is well known for his contributions to the experimental and 
therapeutic study of shock states. The views he puts forward 
here are not always in accord with general opinion, and often 
appear uncritical, but because of their individuality they are 
stimulating. Though this work is well referenced, his approach 
to the subject is largely personal, depending on his inter- 
pretation of the various reactions of the autonomic nervous 
system and the pituitary-adrenal mechanisms in states of 
stress. These, and the clinical, pathological, and biochemical 
changes which result, are described in detail. Finally, the 
value of prophylaxis and treatment are discussed with 
particular reference to artificial hibernation. In the formu- 
lation and practice of this form of therapy Laborit has played 
&@ prominent part, and his book can be said to rationalise— 
though bardly to prove—his contention that such treatment 
is the logical way to prevent autonomic and endocrine 
stimulation. 


Human Physiology (2nd ed. New York and London: 
McGraw-Hill. 1955. Pp. 1177. 86s.).—Seven Argentine 
physiologists, pharmacologists, and biochemists, with Prof. 
Bernardo A. Houssay at their head, have written this book 
specifically for students of medicine. Translated from 
the Spanish by Prof. Juan T. Lewis, one of the authors, 
and Olive T. Lewis, it is no compendium of potted physiology, 
but a satisfying and carefully selected survey of the whole 
subject. Short summaries of physical laws and phenomena 
recall some basic points that may have been forgotten, and a 
useful preliminary page is given to definitions of standard 
units. The biochemical aspects of the subject are very well 
presented. Professor Houssay’s preface is worth careful read- 
ing: his balanced account of the interplay between medicine 
and the other sciences makes it clear why the book as a whole 


is so good. 


Change of Life (Revised edition. London: Delisle. 
1955. Pp. 82. 7s. 6d.).—This little book by “ Medica” 
(Dr. Joan Malleson) has already proved its value. Written 
mainly for middle-aged women, it contains much which 
husbands, and even doctors, have found helpful and illumi- 
nating. This revised issue of the 4th edition contains new 
appendices on how to keep a calendar, weight reduction, and 
the management of fluid retention. 


Common Skin Diseases (l0thed. London: H. K. Lewis. 
1955. Pp. 515. £1 10s.)—Dr. A. C. Roxburgh lived to make 
this latest careful revision of his standard work, and to correct 
the proofs, though not to see it published. He has introduced 
new matter on the applications in dermatology of cortico- 
trophin and cortisone, and on the use of isoniazid for lupus 
vulgaris, mepacrine in lupus erythematosus, and Ammé majus 
derivatives in vitili d on many other things. The book 
is ready for a new generation of the clinical clerks to whom 
he dedicated it. 
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hypertension 


bottles of 100 
and 500 tablets 


AN ALLIANCE OF THE CLASSICAL AND CONTEMPORARY 


SEOMINAL combines the long-established product ‘Theominal’ 
with the modern hypotensive agent reserpine. This new pre- 
paration provides a gradual but sustained hypotensive action 
with a prompt feeling of well-being. 

Literature is available on request. 


Trade Mark 


BAYER PRODUCTS LTD 
NEVILLE HOUSE, KINGSTON-ON-THAMES SURREY 
Associated export company : WINTHROP PRODUCTS LIMITED 
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Clinical Chemical Pathology 


by C. H. GRAY, D.Sc., M.D., 
M.R.C.P., M.R.C.S., F.R.1.C. 
144 pages 10s, 6d. net 


Modern Public Health for 
Medical Students 





by I. G. DAVIES, M.D., D.P.H., 
F.R.C.P. 
viii-+- 488 pages 30S. net 


Ten Teachers’ Diseases of 
Women 

edited by F. W. ROQUES, F.R.C.O.G. 
9th edition viii-+ 480 pages 28s. net 
Ten Teachers’ Midwifery 
edited by F. W. ROQUES, F.R.C.O.G. 


viii-+-607 pages 32s. 6d. net 











Muir’s Textbook of 
Pathology 


revised by D. F. CAPPELL, M.D. 
6th edition xx-+- 1,090 pages gos. net 
Clinical Examination of 
Patients 

by J. FORBES, M.D., M.R.C.P., and 
W. N. MANN, M.D., F.R.C.P. 


X-+ 323 pages 185, net 


Practical Anatomy 
by W. LE GROS CLARK, 


D).Se., F.R.S., Fe 
2nd edition xvi-+-492 pages 30S. net 


M.A., 


Forensic Medicine 
by K. SIMPSON, M.D. 
2nd edition viii-+-344 pages 21s. net 
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As sure as the dawn 
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On injecting Cytamen—crystalline vitamin B,,— 

a doctor can be as confident of that injection as he 

is in the certainty of dawn. Confident that each 

dose is an exact weight of crystalline vitamin B,,... 
that the stated potency cannot vary... 

that varied response on the part of the patient 
therefore is not and cannot be due to the product. . . 
that he has at his command a range of potencies 
which allows complete flexibility of treatment. 

In short, Cytamen puts into the doctor’s hand the 
most therapeutically efficient and the most 


economical means of combating anaemia. 


CYTAMEN,._ 


Crystalline vitamin B12 


50, 100, 250 and 1,000 micrograms per cc. 


In India and Switzerland Cytamen is known as ‘ Macrabin’ 
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Professional Responsibility 


De minimis non curat lex: and among the little 
things of which the Law at present takes no account 
is the difference in status between professional and 
non-professional people who work in _ hospitals. 
In the eyes of the Law, both the senior surgeon and 
the junior boiler-man are servants of the hospital 
authority, which has assumed responsibility for the 
care of patients and employs various kinds of tech- 
nicians as its agents. This view is of course unaccept- 
able to doctors, who, whether they work in a hospital 
or in their own surgery, regard themselves as nobody’s 
agent and nobody’s servant but their patients’. 
As we see the situation, the care of patients is under- 
taken not by committees, boards, or Ministers, but 
by doctors; and the National Health Service is 
merely an administrative device by which people 
can get this professional help whenever they need it, 
regardless of their capacity to pay. Until lately there 
was in fact some hope that the Law would recognise 
that, whether paid by salary or not, a professional 
man neither is nor can be an employee in the usual 
sense: for, in Scotland at least, there was a strong 
disposition to argue that doctors are fully and directly 
responsible to their patients. But unhappily this 
rearguard legal action ceased when the late Lord 
CooPER, citing the duty of hospital authorities “ to 
provide medical, nursing, and other services,” said : 

“IT find it quite impossible to read the statutory 
provisions for the new Health Services scheme as if the 
only duty imposed upon the hospital board was an 
administrative one, involving merely that the board 
should introduce the = to the hospital medical 
personnel and leave them to do their best, however 
negligently, without further responsibility on the board, 
other than the responsibility ‘to provide an efficient, 
heated, clean and wholesome sick-house, equipped with 
the necessary furniture and fittings . . . and to employ 
a competent staff.’ .. . . Under the new Act and regulations 
the obligation on the State is in my view to treat the 
patient and not merely to make arrangements for his 
treatment by and at the sole responsibility of independent 
contractors.” * 

There are those who argue that this decision does 
not in any way threaten the relationship of doctor 
and patient or the standard of professional care. 
In practice, it is said, a hospital authority would 
no more give its doctors instructions about the treat- 
ment of a patient than the directors of a shipping 
company would give their captains detailed directions 
about navigation or seamanship.? But in the long 
run this is not true: for if the doctor is the servant 
of an authority, that authority is liable for his 
negligence ; and if it may have to pay for his mistakes 
it will sooner or later begin to interfere with his 
clinical work in the hope of preventing them. That 
is why we for our part expressed grave doubts about 
the wisdom of the arrangements made eighteen 
months ago whereby the profession may in certain 


1. Macdonald v. Glasgow Western Hospitals Board ; Hayward v. 
Edinburgh Royal Infirmary Board. 1954. 
Scottish Law Review, August, 1955, p. 177. 
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circumstances allow the hospitals to subscribe to 
damages otherwiseentirely payable by doctors through 
the defence societies. “If,” we said, ‘ over the years, 
it were accepted that hospital authorities ought to 
go shares in any damages awarded against their 
doctors, they would be justified in introducing more 
and more small rules for doctors—indeed they would 
feel obliged to do so.”’ * The same thought is expressed 
in Dr. SHERWOOD’s letter this week, and he comes 
to a conclusion much canvassed in Scotland—namely, 
that our profession must, if it values its freedom, 
accept full responsibility for its actions and pay in 
full for its errors. In Scotland, where general principles 
have a stronger appeal than in the South, many 
members of the profession have taken the view that 
on this cardinal question of professional financial 
responsibility it is essential to make it absolutely 
clear that the doctor does not accept the subordinate 
position assigned him by the lawyers.‘ It is very 
encouraging to hear that, in a referendum conducted 
by the Joint Consultants Committee (Scotland) among 
hospital doctors, the majority so far is more than 
10 to 1 in favour of their asking Parliament to 
re-establish in law their former relationship to the 
management of the hospitals in which they work— 
on the understanding that membership of a medical 
defence society (or equivalent insurance) should be a 
condition of engagement.® From all this it should 
surely be clear that the profession is not trying 
negatively to avoid what is described as “ the duty 
owed by a skilled employee to his employer to be 
faithful and diligent in his ~work,”? but rather is 
seeking positively to preserve in medicine the tradi- 
tional ideal of service evoked only by full personal 
responsibility to the patient—a kind of service that 
often goes far beyond what could ever be legally 
demanded. a 

The custom of making the master vicariously 
responsible for the acts of his servant has arisen from 
social expediency—from the need to have, standing 
behind the potential wrongdoer, someone financially 
capable of paying damages.? In the case of doctors 
the “‘ someone ”’ is or should be their defence societies, 
and there is therefore no social necessity for them to 
accept a dependent position. Indeed, in our opinion 
there is, on the contrary, a strong social reason why 
they should not do so ; for we believe that in a country 
where a large proportion of services are necessarily 
financed out of public funds it is socially very 
important to avoid the gradual transformation of all 
professional people—doctors, lawyers, or any others 
—into officers, officials, and Civil Servants. Such a 
transformation can be avoided if the nation, though 
it pays these people, takes the trouble to preserve 
their private and professional status. If, in the event, 
this cannot be done for hospital doctors by the means 
now proposed by our Scottish colleagues, we may 
yet have to consider the more radical alternative of 
organising National Health Service doctors into 
a professional guild * through which their salaries would 
be paid and their services deployed, and in which— 
in so far as they must have a master beyond their 
patients—this would be their own profession. 
3. Lancet, 1954, i, 713. 
. Hamilton, J. G. M. Ibid, p. 675. Legal Liability in the N.H.S. 

Brit. med. J. 1955, i, 1434. 


4 
5. Brit. med. J. Sept. 10, 1955, Suppl. p. 65. 
6. See Lancet, 1951, ii, 172. - 
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Benign Intracranial Hypertension 

In 1912 Passor ! described a complication of otitis 
media in which raised intracranial pressure with 
papilledema developed without focal neurological 
signs and with normal cerebrospinal fluid. He pointed 
out that this disorder was commonest in children and 
adolescents, and that the prognosis for life was good 
although vision might be impaired as a result of the 
raised intracranial pressure. This important paper 
attracted little comment until 1931 when Symonps 2 * 
drew attention to it, described several more cases of 
the disorder, and suggested the name otitic hydro- 
cephalus. He emphasised that usually this disorder 
was distinguishable clinically from an otitic intra- 
cranial abscess by the general physical fitness, the 
mental alertness, and the absence of localising signs. 
In 1937 Symonps ‘ suggested how the syndrome might 
arise. Thrombosis of a lateral sinus had been found 
at operation in 5 out of 12 personal cases, and there 
was a probable thrombosis in 2 others. BarLey and 
Hass * had recorded the necropsy findings in a patient 
with otitic hydrocephalus who had died from rheu- 
matic heart-disease; there was thrombophlebitis, 
without complete occlusion, of the right lateral and 
superior longitudinal sinuses. In view of these findings 
SyMonps suggested that the raised pressure might 
be due to thrombophlebitis of the superior longi- 
tudinal sinus spreading from a lateral sinus and inter- 
fering with the absorption of cerebrospinal fluid by 
the arachnoid villi. In 1952 * he modified this view 
as the result of post-mortem examination of a patient 
with otitic hydrocephalus who had died after a lumbar 
puncture ; in this case the greater part of the superior 
longitudinal sinus was free from clot, but the right 
lateral sinus contained clot which extended up as far 
as the posterior end of the superior longitudinal sinus 
so that the pathway into the left lateral sinus was 
occluded. Accordingly SyMonps suggested that the 
syndrome could be caused by thrombosis of both 
lateral] sinuses, of one of these alone if the other was 
vestigial, or of the superior longitudinal sinus alone 


' if the obstruction was sufficient to cause generalised 


congestion of the cerebral veins, the raised pressure 
resulting either from obstruction of arachnoid villi, 
or from cerebral cedema due to venous engorgement, 
or from a combination of these factors. 

Comparable cases of raised intracranial pressure 
with a good prognosis, but without a preceding ear 
infection, have been recognised for some years. In 
1937 McA.ptne ? recorded 5 instances in patients who 
had had minor respiratory infections, and he called 
the condition toxic hydrocephalus. Other cases have 
been reported under such names as pseudo-tumour 
and hypertensive meningeal hydrops, and there has 
been some disagreement as to whether these were also 
the result of thrombosis of intracranial sinuses. 
Foury ® has now studied 60 cases of the condition, 
which he has designated benign intracranial hyper- 
tension. His diagnostic criteria were strict : bilateral 
papilledema ; symptoms of increased intracranial 
pressure ; objective evidence of increased pressure 


. Passot, R. These de Paris. 1912-13. ON Rast oe 
. Symonds, C. P. Brain, 1931, 54. 55. 


. Symonds, C. P. Brit. med. J. 1932, i, 53. 

. Symonds, C. P. Brain, 1937, 60, 531. 

Bailey, O. T., Hass, G. M. Jbid, p. 293. 

. Symonds, Sir Charles. Ann. R. Coll. Surg. Engl. 1952, 10, 347. 
. MeAlpine, D. Brain, 1937, 60, 180. 

. Foley, J. Jbid, 1955, 78, 1. 
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(radiographic, a raised lumbar-puncture pressure, or 
very high dural tension at ventriculography) ; absence 
of systemic hypertension or other general condition 
which could account for the papilloedema ; no clinical 
evidence of a focal cerebral lesion or mental changes 
suggesting diffuse cerebral disease ; and a ventriculo- 
gram showing no evidence of a cerebra] tumour or 
obstruction of the cerebrospinal-fluid pathways. Of 
the 60 patients 11 had otitic hydrocephalus, and in 2 
others there was probable cerebral thrombophlebitis. 
The remaining 47 patients fell into two- groups— 
one of 16, in which young males and females were 
almost equally represented, where the condition 
apparently followed an infection or a minor head 
injury ; and one of 31, mostly in the fourth decade of 
life, all but 3 of whom were women. In the first 
group the antecedent infections were a mixed group 
varying from a sore throat to juvenile arthritis of the 
hip; and, as Fouery says, it is difficult to discern any 
common factor among them. In the 4 cases that 
followed a head injury, this was apparently slight and 
was not associated with concussion or with symptoms 
in the early stages suggesting subarachnoid bleeding ; 
in 2 the episode of intracranial hypertension occurred 
within a few days of the injury, and in the other 2 the 
injury had preceded admission to hospital by six and 
eighteen months, but it is not clear when the intra- 
cranial hypertension first developed. In the group 
without a preceding infection 20 of the 28 women were 
noted as being fat; in 4 the episode of intracranial 
tension seems to have occurred during pregnancy, 
and in 2 others it followed a miscarriage or delivery of 
a stillborn infant, while in 3 it was preceded by 
menorrhagia. FoLey suggests that in this group the 
rise of intracranial pressure was connected with an 
endocrine disturbance—probably an alteration of 
electrolyte balance. In some of the cases the duration 
of the illness could not be defined ; the ‘‘ end-point ” 
is indefinite, and several patients were discharged from 
hospital before papilloedema had subsided, when it was 
evident that they were recovering and their vision was 
not failing. Most commonly the episode of raised 
intracranial pressure lasted between six and fifteen 
weeks, the otitic cases and those preceded by infections 
in general having a shorter course than the remainder. 
But the illness lasted for more than a year in 10 
cases, and for more than two years in 2. The main 
danger is visual impairment; this did not occur in 
any of the otitic cases, but there was some permanent 
impairment in 12 of the 47 other patients, and in 2 
of them there was almost complete blindness. 

This study does not throw any further light on the 
etiology. SyMonps’s* suggestion of sinus throm- 
bosis in the otitic cases is supported by a good deal of 
evidence ; it is the most probable explanation of an 
episode of raised intracranial pressure with spontaneous 
recovery. But in the non-otitic cases there is no good 
evidence of sinus thrombosis, and despite the similar 
clinical picture the lesion may well be different. 
FoLey suggests that here the cause may be a low- 
grade infection, and he mentions in favour of this the 
finding of slight pleocytosis in the ventricular fluid 
(after correction for blood contamination) in 30 out of 
40 cases, or, as alternative possibilities, acute cerebral 
cedema or other vascular disturbance. Even the most 
suitable name for the disorder is undecided. It has 
now been proved that the size of the ventricles is not 
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incoensed, and any name » inslading the word ayiivo> 
cephalus is theoretically best avoided; but otitic 
hydrocephalus is widely accepted as the name for the 
condition following otitis media as described by 
PassoT and by Symonps, and an attempt to change 
this would only lead to further confusion. FoLry 
puts forward the term benign intracranial hyper- 
tension to cover the whole group of cases, and this 
seems a reasonable generic name to apply till more is 
discovered of the ztiology. Even so, the clinical course 
may not be as benign as the pathological process 
apparently is; permanent visual impairment may 
result from the intracranial hypertension if this is 
long-continued, and careful and repeated estimations 
of the visual acuity and fields are needed to detect 
early evidence of visual failure. These cases are 
usually treated by repeated lumbar puncture, the 
fluid being withdrawn slowly and the pressure reduced 
to about 150 mm. This method is generally safe and 
effective, but Symonps ® has described a case where 
the patient died some hours after two lumbar punctures 
within four hours. In persistent cases where vision is 
failing, subtemporal decompression to relieve the 
raised pressure is probably safer and more effective. 


Relapse or Reinfection in Chronic Bronchitis ? 


Not the least of the problems in the management 
of patients with chronic bronchitis is how to prevent 
reinfection within a few days or weeks of the end of 
a course of chemotherapy. The high hopes of relief 
to thousands of patients through the advent of anti- 
biotics have been only partly realised; and the 
problem of relapse, after temporary suppression of 
infection, looms as large as ever. It is now believed 
that Haemophilus influenze and the pneumococcus 
are the most important pathogenic bacteria in chronic 
bronchitis and that repeated infections by them are 
largely responsible for the insidious progress of the 
disease *; but the reasons why these infections, 
especially those caused by H. influenze, are so difficult 
to control beyond short periods have barely been 
investigated. 

The organisms causing relapses may come from 
any of three sources. They may be lying dormant 
in the bronchopulmonary tissues, from which they 
have never been truly eradicated by chemotherapy ; 
they may reside in some reservoir in the patient’s 
upper respiratory tract, from which they reinvade the 
damaged bronchi; or they may come from the 
patient’s contacts. There is evidence for each of 
these possibilities, and all may play a part. The 
histological observation of minute abscesses which 
become progressively walled off and form fibrous 
nodules in the lung * indicates that in bronchitis the 
infection is not entirely superficial. This is supported 
by the demonstration that H. influenze penetrates 
between the epithelial cells of the bronchial mucosa 
and may even be found below the basement mem- 
brane." Quite possibly these organisms may not be 
killed by a short course of chemotherapy and may 
subsequently proliferate and set up a new infection. 
But this mechanism is unlikely to account entirely 
for the re lapses ; for such organisms should be 
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edequetely diapeand.: of by the normal body defences 
when prolonged chemotherapy is given to keep the 
infection in check, yet patients treated in this way 
seem to fare no better after therapy has been dis- 
continued than others who have received only short- 
term treatment. 21% The association between upper- 
respiratory infection and chronic bronchitis is well 
known, and the belief that bronchial reinfections 
originate from such upper respiratory reservoirs is 
widely held ; there need not necessarily be an infective 
site, since H. influenze and pneumococci are found 
in the normal nasopharynx.'* Again, prolonged 
administration of effective antibiotics by aerosol should 
eliminate these reservoirs and thereby reduce the 
tendency to reinfection of the bronchi—though this 
was not the experience of Knox et al.!? The part 
played by exogenous infection by H. influenze has 
not been evaluated. This is no doubt due mainly to 
the impossibility at present of typing the strains 
found in the respiratory tract, which are mainly 
non-encapsulated. 

Cuirton et al.!> describe an investigation into 
epidemiological aspects of pneumococcal infection in 
chronic bronchitis and bronchiectasis, and their find- 
ings may be applicable also to the behaviour of 
H. influenze. Cuirron et al. investigated pneumo- 
coccal carriage in the nasopharynx of 11 healthy male 
volunteers and their families—a total of 45 persons 
(group A). A similar study was made of 13 men 
with chronic bronchitis or bronchiectasis and their 
families—54 persons (group B). In addition the 
sputum of the patients in group B was examined. 
All specimens were investigated by mouse inoculation 
for the presence of pneumococci, which, when found, 
were serologically typed. The investigations were 
carried out over a period of about two years, swabs 
(and sputum from patients) being taken every four to 
six weeks. Perhaps the most interesting finding is 
that spread of pneumococci among the members of 
any family is comparatively rare. Thus a new type 
of pneumococcus was found in one member of a 
group-A family on 47 occasions, but on only 5 was 
the same type found in another member at the next 
monthly visit. The frequency of spread was slightly 
higher in group-B families, in which a new type was 
found in one membér on 40 occasions and a month 
later had spread to another member on 7 occasions. 
Despite this generally low rate of spread there was 
evidence that the patient in any group-B family was 
more often involved in the spread, either as the 
originator or as recipient, than his healthy counterpart 
in group A. Thus the patients in group B were 
concerned on 4 occasions in the spread of a new type, 
and on another 6 in the spread of a type already 
present in the family. In group A a healthy volunteer 
was involved in only 1 instance of each sort. Never- 
theless, the spread of pneumococci either to or from 
a patient was still comparatively uncommon: which 
accords with the clinical observation that early 
relapses of pneumococcal infections after penicillin 
therapy are infrequent.'* It is likely that the bacteri- 
cidal activity of penicillin usually eradicates pneumo- 
12. Knox, , Elmes, + C., Fletcher, C. M. pane 1955, i, 120. 
is: Helm, W, HL, May, J. it. Livingstone, J. L Ibid, 1954, ii, 630. 
14. Straker, E., Bradford Hill, , Lovell, R. "Rep. Minist. 'H lth, 

Lond. 1939, no. 90. 
15. Clifton, M., Pownall, M., Stuart-Harris, C. H. J. Hyg., Camb. 
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cocci completely, and reinfections must therefore be 
of exogenous origin. 

It is unwise to draw too close an analogy between 
the behaviour of pneumococci and that of H. influenzae, 
but it seems likely that cross-infection with this 
organism too is not very usual. Early relapses of 
H. influenze infections after treatment are, however, 
common, and until we know more about the epi- 
demiological behaviour of this organism such relapses 
should be tentatively regarded as of endogenous 
origin; but the site of the responsible organisms 
remains a mystery. 


Annotations 


PRECLINICAL COURSES IN SCOTLAND 


EXEMPTION from first-year subjects is granted in most 
English medical schools for passes in the General Certifi- 
cate of Education at the advanced level. This concession 
lifts something from the load of the medical curriculum 
and shortens the time spent in medical study. At present 
no such concession is made by the Scottish universities ; 
but if a draft ordinance is approved by the four uni- 
versities and the Privy Council, candidates for admission 
to the medical faculty will soon be allowed to sit the 
examinations in the first-year subjects without attending 
the university classes in these subjects. In theory this 
would enable some students to graduate in five years ; 
in practice, under present conditions, the ordinance will 
be largely ineffective. 

Pupils in Scottish schools aim to obtain in the fifth 
form, when they are about 17 years, the passes in the 
Higher Leaving Certificate which qualify for entrance to 
the university. They naturally present themselves for 
examination in the subjects which they have been taught 
at school, and the number of pupils who sit the examina- 
tion in all four science subjects, in addition to the 
compulsory subjects such as English and a language, 
must be infinitesimal. (In Glasgow, Edinburgh, and 
St. Andrews botany and zoology are separate courses 
and examinations.) Indeed there are few schools in 
Scotland where botany and zoology could be taught to 
the required level. Another snag is that, as the university 
syllabus is arranged, the student who had previously 
passed in physics and chemistry but still needed to take 
the course in botany and zoology would save no time. 
Moreover, at present school chemistry and physics differ 
in content and extent from medical chemistry and physics, 
and it is doubtful whether schools would agree to 
reorientate their courses to suit the needs of intending 
medical students. Of the Scottish universities, St. 
Andrews has the biggest proportion of medical entrants 
from south of the border, but, even so, few of them will 
be able to take advantage of exemption from the classes 
of the first year unless the university is prepared to gear 
this examination to suit school instruction—which is 
unlikely. Traditionally Scottish educationists have a deep- 
rooted objection to early specialism in schools and this is 
unlikely to be modified by special pleading on behalf of 
medical students. The length of the medical curriculum, 
they would say, is the concern of the medical profession, 
and their own duty and intention is to provide a liberal 
education. If a pupil elects to do an extra year in the 
sixth form at school it should be to extend his general 
education and not as a substitute for proscribed university 
courses. 

Many medical teachers doubt the need to spend a 
whole year on physics, chemistry, and biology. They 
argue that most medical students are well grounded in 
physics and chemistry at school and a six-month course 
at the university should be enough. The introductory 
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courses in anatomy and physiology are in fact biology 
and could be begun in the third term, thus reducing the 
first year to six months. The medical curriculum in 
Denmark was lately reduced from seven-and-a-half years 
to six-and-a-half—this includes a year as undergraduate 
intern—by cutting out the first year and giving a 
modified course in chemistry and physics along with the 
second-year subjects. 

But, even if futile as a practical measure to lighten 
the medical curriculum, the ordinance is welcome as a 
gesture showing a wish to shorten the time spent by the 
medical student at the university. Teaching and instruc- 
tion reach saturation point much more quickly when 
divorced from actual practice, and herein lies the great 
advantage of a training system which combines appren- 
ticeship and theoretical teaching. No other profession 
demands six years of passive instruction without active 
training. Peak performance in creative work is said to 
be reached before the mid-thirties! and one of the 
dangerous failings of our age is the tendency to prolong 
training and demand more and more qualifications, thus 
raising the age at which people start their real job and 
curtailing the years when they are likely to do their best 
original work. The doctor, we are told, should have 
culture, a scientific background, and understanding of 
his fellow-men, and should acquire knowledge which will 
enable him to practise the art of medicine. - To this 
should be added a strong plea that he be allowed to 
assume responsibility and make his contribution to 
medicine while mentally and physically at his best. 


SYNNEMATIN B IN TYPHOID FEVER 


SYNNEMATIN B, an antibiotic discovered in 1953,? was 
found to free mice from Salmonella typhi and 8. typhi- 
murium and chicks from S. pullorum*. As it was effective 
against a wide variety of salmonella strains in vitro and 
relatively non-toxic to human beings, Olson and his 
collaborators * in Mexico decided to evaluate the anti- 
biotic in the treatment of typhoid fever in man. An 
attempt was made to select early uncomplicated cases of 
typhoid fever for study, although this was not always 
possible. The diagnosis was established clinically and 
confirmed by laboratory methods before treatment was 
begun. In all, 16 cases were treated ; 3 were very severe, 
9 severe, and 4 moderate. There were only 6 controls, of 
which 3 were untreated, 1 was treated with tetracycline, 
1 with tetracycline and chloramphenicol, and 1 with 
synnematin B on the twenty-sixth day of the disease. 
All patients were kept under observation in hospital for 
at least a month, and physical and laboratory tests were 
performed during and after this period. Cultures were 
made of blood, feces, and urine; agglutination tests 
were done on blood specimens ; and sensitivity tests were 
performed on all strains of S. typhi. The preparation of 
synnematin B used contained about 25% of pure drug 
and was given at dose levels corresponding to 20 mg., 
40 mg., and 87-5 mg. per day of pure antibiotic. It was 
given intramusculaily every four hours. A loading dose 
was originally given at the start of treatment, but this 
caused pyrexia and was abandoned. All patients had 
synnematin B for fourteen days. 

The response to synnematin B was the same in all but 
1 of the patients.: Regardless of the day of the disease 
on which treatment began, the temperature quickly 
returned to normal, the toxzmia was relieved, the 
appetite increased, mental alertness returned in a few 
days, and there was a pronounced improvement in general 
well-being. S. typhi disappeared from the blood and 
feces of every patient early in treatment, and 13 of the 
16 remained free until discharge from hospital. In 3 
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paidents blood- odie were positive at the end of west. 
ment. Of the 16 patients treated, the clinical response 
was very good in 8, good in 4, moderate in 2, and poor 
in 2. All strains of 8. typhi were sensitive to synnematin, 
although sensitivity varied. 3 of the patients studied had 
a relapse. The control patients did not fare as well as 
those treated with synnematin, but as there were only 6, 
a comparison of the two groups was not significant. 
Three months’ follow-up showed that none of the patients 
had become a carrier. No toxic side-effects were noted, 
except in the 1 patient who had a heavy loading dose. 
Olson et al. consider that in the treatment and control 
of typhoid synnematin B is efficient and, in many 
respects, superior to chloramphenicol. If more of this 
antibiotic becomes available, a trial on a larger scale 
would certainly be justified. 





CHROME DERMATITIS 


A Group of American lithographers is reported to have 
financed the investigation of chrome dermatitis. As 
Samitz ' remarks, this reminds us that many of the old 
problems of industrial dermatitis remain unsolved. The 
fifty or so occupations involving chromates range from 
electroplating to glass-frosting, rubber-mixing, and 
paper-hanging. 

Since the days of classical antiquity, masons have been 
known to suffer from eczema. The réle of chromates in 
cement dermatitis has only lately been brought to light. 
It used to be assumed that cement caused dermatitis 
purely by virtue of its alkalinity. Patch-testing has now 
shown that a considerable proportion of patients with 
cement dermatitis are sensitive to chrome.*-* They may 
react to the crude cement but not to cement which has 
been washed free of chromates. Cement contains a very 
small amount of chromates; and it has been suggested 
that its alkalinity is important, by damaging the normally 
protective horny layer of the skin and thus promoting 
penetration of the chromates into the living layers of the 
epidermis. A new source of chrome dermatitis is: the 
cooling fluid of diesel engines,’ in which chromates are 
included to inhibit rusting. 

Samitz * was impressed by the chronicity of his cases 
of chrome dermatitis, which he thought might be due to 
persistence of the allergen in the skin in the form of 
chromium-protein complexes. This is no new con- 
ception, for some sensitising compounds have long been 
known to have an affinity for proteins: paraphenylene 
diamine is used as a hair and fur dye because its attach- 
ment to hair keratin is gratifyingly permanent ; mercury 
and formalin are used as histological fixatives, and 
chrome in tanning leather. On the other hand it is often 
difficult to prevent further contact with the offending 
substance. A familiar instance is nickel dermatitis due to 
stocking suspenders. The patients can use painted or 
plastic suspenders, but they can scarcely avoid daily 
handling of our increasingly debased coinage, keys, 
scissors, cutlery, and so forth, which in cases of severe 
sensitivity is enough to maintain dermatitis. A similar 
state of affairs may arise with chromium, both with 
regard to plated metal articles and to chrome leather used 
for hat-bands, watch-straps, and shoes. Morris’ has 
described cases of chrome dermatitis from a glue made out 
of scrap chrome leather. 

New suggestions for the control of dermatitis from 
contact with metals include the use of non-specific barrier 
ointments based on silicones, and others incorporating 
dimercaprol * or chelating agents * to immobilise the 
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metallic ions. ie geass, however, sevvention demands 
a wider scrutiny of the uses to which well-known sensi- 
tising agents are put. In France a great deal of house- 
wives’ dermatitis of the hands is due to chromates in 
proprietary solutions of hypochlorites. What useful 
purpose is served by this addition is not clear, since the 
housewives of many other lands find bleaches without 
chrome equally satisfactory. Likewise is it justifiable to 
use chromates as a routine in cleaning laboratory glass- 
ware ? How essential are chromates in the fifty trades 
which use them ? 


PYROGENS 


Most people with much experience of giving intra- 
venous infusions regard pyrogens with distaste. But the 
history of progress includes many instances of snags and 
disadvantages being turned to good account, and even 
the pyrogens seem now to be coming into their own. This 
was well shown at this year’s British Pharmaceutical 
Conference in Aberdeen. In ‘his chairman’s address on 
Aug. 29, Prof. J. P. Todd described some remarkable 
therapeutic advances with pyrogens. 

The chemistry of these substances is now in a fair way 
to being worked out, and experiments in treatment are 
yielding interesting results ranging from a tumour- 
necrotising action to probable stimulation of the 
hypophysis to produce corticotrophin. In treatment 
pyrogens are replacing the older crude methods of 
evoking fever by. injecting typhoid vaccine or milk ; 
and purified pyrogens are being tested (as non-specific 
stimulators) in dermatology and neurology, to promote 
healing in damaged tissues including duodenal ulcers, 
and in agranulocytosis. Professor Berry concluded : 
‘** It would be foolish to suggest that pyrogen therapy is a 
panacea or will render any existing useful drug unneces- 
sary, but it is suggested that it will act as a vigorous 
booster to the well-tried medicament. Pyrogen therapy, 
I feel, is an ally and not a substitute for specific therapy.” 

In using these substances a new outlook, or perhaps 
return to an old outlook, will have to be encouraged ; 
for whereas the physicians of old, ignorant of the nature 
of the patient's illness, treated him by non-specific means, 
the modern physician tends to use specific routines to 
treat the disease rather than the patient. It seems likely 
that pyrogen therapy will be used to counter the individual 
idiosyncrasies which may arise during routine treatment. 


RADIOGRAPHY OF THE -EAR 


OToLoGists and radiologists have long debated the 
value of radiography in the diagnosis of infections of the 
middle-ear cleft, and especially of chronic infections in 
which surgery is contemplated. Potentially the most 
dangerous ears are those in which cholesteatoma is 
present in the cleft—a state usually associated with a 
marginal perforation of the tympanic membrane. In 
some cases “ cholesteatosis”’ is evident clinically ; in 
others it is not. Cholesteatoma is not demonstrable as 
such in a radiograph ; radiographic diagnosis depends on 
the bony destruction caused by cholesteatoma, ahd this 
is determined partly by its site but mainly by its extent. 

Winderen and Zimmer,’ of Oslo, have reviewed 536 
cases of chronic infection of the middle-ear cleft with 
special regard to the operative finding of cholesteatoma 
in the middle ear and its vicinity. Of 131 cholesteatomas 
removed at operation, 70 (53-4%) were found in the 
mastoid antrum as well as the aditus and attic regions. 
Radiographic diagnosis of cholesteatoma was possible in 
68 (97-1%) of this group. 29 cholesteatomas were in the 
antrum only, and 82-7% of these were diagnosed correctly 
by radiography. The radiographic diagnosis of cholestea- 
toma limited to the attic was much less reliable and was 
made in only about half of a small series of such cases. 


L. Winderen, ag Zimmer, J. Ada radiel., Stockh. 1954, 4, suppl. 111. 
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The larger the cholesteatoma, the greater was the possi- 
bility of diagnosing it correctly by radiography. Accord- 
ing to Winderen and Zimmer, the size and shape of the 
antrum (as seen in the fronto-occipital projection) are 
sometimes of great value in the diagnosis of cholestea- 
toma. In chronic otitis media without cholesteatoma, 
evaluation of the radiographic findings was more difficult. 

Sélve Welin ? holds that radiography is useful in cases 
of chronic infection of the cleft, even in the absence of 
cholesteatoma. In such cases, he has found, there is 
usually a smaller cell system, particularly in patients with 
a marginal perforation, and the extent of osteitic changes 
may be demonstrated. T. V. Crichlow ? uses six standard 
views and has found that the submentovertical projection 
is the most useful. In the diagnosis of cholesteatoma his 
results have been unsatisfactory. In 1952, 63% of the 
cases he had diagnosed as cholesteatoma were confirmed 
at operation ; but he was wrong in 88-4% of the cases in 
which he had said that there was none. These poor results 
ean, he believes, be attributed to lack of coéperation 
between the radiologist and the otologist. The radio- 
logist, if he cannot attend the operation himself, should 
always be informed of the operative findings. W. I. 
Daggett ? has found the anatomical information from 
radiographs a convenient aid which may reduce the 
time of operation. He analysed 95 cases of recent chronic 
suppuration which had been submitted to operation 
after radiographs had been taken. In 21 there was radio- 
graphie evidence of bony erosion and cholesteatoma was 
confirmed at operation; but cholesteatoma was also 
found at operation in no fewer than 56 cases in which 
there was no positive radiographic evidence of erosion. 
The reports were misleading in 18 cases, in 4 of which a 
cholesteatoma had caused a fistula into the external 
semicircular canal ; in only 1 of them had the radiologist 
suggested a cholesteatoma. The radiologist, says Daggett, 
can demonstrate chronic disease in a cellular mastoid 
and a large cholesteatoma in an acellular one; but he 
cannot often help when a cholesteatoma is present with 
only very slight cavitation. Clinical judgment is as 
important as ever. 

Perhaps with improved techniques, greater understand- 
ing of the limitations of radiography, and closer coépera- 
tion between the radiologist and the surgeon, radiographic 
examination of the mastoid will become more useful in 
the assessment of chronic infection of the ear. 


LOBELINE AND NICOTINE 

THE similarity between the pharmacological actions 
of lobeline and those of nicotine * led to the suggestion 
that lobeline might relieve the symptoms of nicotine 
withdrawal in people who were trying to stop smoking ¢ ; 
but lobeline caused severe gastro-intestinal disturbances 
in the doses used (up to 8 mg. by mouth).? Workers at 
Loyola University, Chicago, now claim to have overcome 
these gastro-intestinal side-effects of lobeline by com- 
bining it with antacids in a single tablet, which contains 
2 mg. of lobeline sulphate together with 100 mg. of a 
mixture of slow and fast acting antacids. Rapp and 
Olen 5 have conducted a controlled study of the pharmaco- 
logical actions of this combination, and of its ability to 
discourage smoking. A hundred chronic smokers used 
an average of over 20 cigarettes a day during a week when 
they received no medication or dummy tablets, but only 
5 cigarettes a day during a week in which they received 
the lobeline-antacid compound. In fact, by the end of 
the week in which the lobeline-antacid tablets were 
taken, 83 of the 100 had stopped smoking. Neither 
lobeline alone nor the antacid alone was more effective 
than the placebo. 

These are encouraging results, although Rapp and 
Olen do not say what happened a month after the end 
2. J. Laryng. 1955, 69, 515. ° 
e Wright, J. S., Littauer, D. J. Amer. med. Ass. 1937, 109, 649. 
5. 
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of their study. Moreover, the subjects were young 
students, perhaps not yet fixed in the smoking habit. 
The pharmacological effects of nicotine are only one 
factor in this habit ; another is said to be ‘‘ the physical 
satisfaction derived from manual and labial manipulation 
of the object to be smoked.”’ 5 


TRAINING THE MENTAL NURSE 
“The patients spend by far the greater part of their time 
in contact with nurses, and may derive as much, or more, 
benefit from the ward environment as from the psychi- 
atrist.”” 

Tuts thought gives the key to an experiment now in 
progress at the Maudsley Hospital and described on 
another page by Dr. Brian Ackner and the two ward 
sisters—-Miss M. Charles and Miss D. Coutts—who have 
taken part in it. They mention as their starting-point the 
job-analysis of the work of mental nurses made at this 
hospital and Bethlem Royal by Mr. A. N. Oppenheimer ; 
but they note, as he did, that many of the finer points in 
the nurse-patient relationship are bound to elude such a 
study. Their small experiment, begun in two wards 
only, aims at improving this relationship, and giting 
young nurses more insight into the behaviour of patients, 
and into their own responses to it. The experiment has 
been based on a principle which nearly always answers 
with young people—that of giving responsibility. 

When teaching her student nurses the ward sister 
usually relies on example, praise, and well-judged criti- 
cism, rather than on exposition. The Nuffield team * who 
analysed the work of nurses in general hospitals described 
the amount of time spent on teaching student nurses in 
the wards as “‘ negligible’’; and the joint committee of 
Manchester Regional Hospital Board and University, in 
their survey The Work of the Mental Nurse,’ used the 
same word—adding, moreover, that in none of the wards 
studied did the amount of practical tuition average more 
than five minutes per head per day. Here was an obvious 
weakness, which Ackner and his nursing colleagues have 
made good by arranging for each of the two ward sisters 
to meet all her nurses as a group, daily, for discussion of 
the night report, and of the handling of certain patients, 
as well as for allocation of work. Besides this, the sister 
throughout the day teaches the nurses individually and 
encourages them to exchange with their fellow nurses 
any observations they make on their patients. They are 
thus able to work together as a fully informed team. 

Each nurse is made responsible for the patients of one 
particular junior psychiatrist, meeting him weekly to 
discuss her observations on his patients. Her notebook 
contains headings under which she can conveniently 
group the facts she notices ; and these nurses’ notes have 
proved so useful that they are now always available for 
the consultant’s rounds. The junior psychiatrists, more- 
over, give weekly talks to the nurses on patients who 
present special medical or nursing problems, the emphasis 
always being on what can be done for the patient in the 
social setting of the hospital ward. By a revolution 
almost as spectacular as the release of Pinel’s patients 
from their chains, the sister-tutor has escaped from the 
classroom to make her way into the wards. Her occasional 
visits, made on sufferance, have been replaced by a 
weekly visit, and a discussion with the ward sister of all 
aspects of nurse training, and a full weekly ward round 
on which she is accompanied by a student nurse. 

Occupational therapy, too, is moving out of its depart- 
ment to become a living part of ward life. A staff oceupa- 
tional therapist organises the work to be done in the two 
wards, and a student occupational therapist is attached 
to each of them for three months at a time. One or more 
nurses, every day, are detailed to help her. Together they 
discuss the programme and go round the ward before 
separating to help the patients who need it. The oceupa- 





6. The Work of Nurses in gn aap Wards. London: The Nuffield 
Foundation, 1953. See Lancet, 1953, i, 379. 
7. Manchester University Press, 1955. Pp. 154. 10s. 
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tional-therapy department itself is becoming mainly the 
resort of patients doing specialised work, and of those 
whose influence is disrupting the social atmosphere of 
their ward. 

It will be interesting to learn, in due course, what 
effect this better standard of training is having on the 
rate of wastage of student nurses: it may well reduce 
it. Meanwhile the new system is evidently serving the 
main purpose of the hospital—the care of patients. Not 
only are doctors better informed about the moods, 
behaviour, and response to treatment of the patients, 
but the nurses are discussing freely with one another, 
under the guidance of the sister, any differences of 
opinion they may have about the management of 
patients. This means that they can no longer be played 
off against one another by patients, they have gained in 
security and confidence, and are working as a team with 
an agreed approach; and this very security has great 
therapeutic value for the patients. 

The Maudsley experiment bears a family resemblance 
to the plan now practised at Belmont Hospital * where 
not only the nurses but also the patients are in the 
confidence of each other and of the doctors. The “ treat- 
ment team ’’—consisting of psychiatrists, social worker, 
clinical psychologist, social anthropologist, disablement 
resettlement officers, workshop instructors, nurses, social 
therapists, and patients—hold a community meeting for 
an hour every day. This experiment was started in a 
unit for psychopathic patients ; and since responsibility 
was distributed among the whole community, any anti- 
social behaviour of a member became the concern of 
everyone. Authority has proved more acceptable when it 
is vested in all, not in one authoritarian figure. The 
patients can discuss their resentments verbally, instead 
of acting them out in antisocial conduct, and the staff can 
deal with some of their own anxieties by expressing them 
at the meetings, and getting help from staff and patients. 
But, as Dr. Maxwell Jones points out, the method calls 
for ‘‘ forbearance and understanding on the part of the 
staff which can only be achieved with the help of special 
training.” In his recent paper written jointly with 
Dr. R. N. Rapoport,® he mentions the finding of Stanton 
and Schwartz ?° at Chestnut Lodge, Washington, that 
the nursing aides ‘‘ who had the lowest status in terms of 
prestige, salary and authority were the people in most 
intimate contact with the patient.’ The load which such 
close contact with patients throws on nurses and auxiliary 
nurses can be great. At Chestnut Lodge, with a staff 
of 106 people (psycho-analysts, administrative doctors, 
nurses, aides, and student nurses) to only 60 patients, 
there were during the two-year study 2 psychotic episodes 
and 1 suicide among trained nurses, and 7 psychotic 
episodes and 2 suicides among the nursing aides. If 
mental nurses, of whatever grade, are to carry their 
inevitable responsibility without undue strain they must 
be adequately prepared for it by their training, and 
adequately supported by their medical and nursing 
colleagues : otherwise they will either leave or fall sick. 
In maintaining the therapeutic atmosphere of a ward, in 
relieving the tensions of others, they submit to much 
tension themselves; and when this goes. unrelieved, 
rivalries, disagreements, and misunderstandings—not 
only between nurse and nurse, but between nurse and 
doctor, and nurse and patient—are the natural outcome, 
Bursts of pathological excitement among patients, 
Schwartz and Stanton found, may often have their 
origins not in personal emotional conflicts but in the 
social disquiet of their surroundings. The secret of a more 
successful mental-hospital service lies, it seems to us, in 
the better preparation of mental nurses for their inevitable 
and considerable share in therapy. 





8. Jones, M. Lancet, 1954, ii, 1277. 

9. Ibid, Aug. 20, 1955, p. 387. 

10. Stanton, A., Schwartz, M. The Mental Hospital. London, 1955 
See Lancet, Aug. 20, 1955, p. 379. 
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PLEURAL BIOPSY 


In a series of presumed tuberculous pleural effusions 
in young adults, Close + was able to culture the tubercle 
bacillus rrom 90% of cases; but Small and Landman ? 
have recently remarked that the difliculties of isolation 
in the laboratory are such that 70% positive would be 
generally regarded as ‘‘ excellent,’ and 50% as average. 
At all events, a large number of pleural effusions classed 
as tuberculous are not bacteriologically confirmed, and 
Small and Landman point out that, as there are many 
other possible causes, there is a chance of patients with- 
out tuberculosis being exposed to the risk of infection 
in a sanatorium and suffering the inconvenience of 
unnecessary bed rest and other treatment. In some 
cases of effusion in which they were unable to isolate the 
tubercle bacillus, Small and Landman used pleural 
biopsy, previously described by Sutliff et al.,* in an 
attempt to clinch the diagnosis. The procedure was 
simple: the thoracic surgeon excised a section of parietal 
pleura measuring approximately 1:5 em. by 3 cm. 
through an 8-cm. incision, and palpated the lung before 
closing up. Small and Landman cite 3 illustrative cases 
in which a firm diagnosis was made in this way after 
other methods had failed. They find that when tubercle 
bacilli cannot be cultured from the effusion, examination 
of the visceral and parietal pleura will often show such 
extensive tuberculosis that there is-no need to invoke 
an allergic mechanism to account for the outpouring of 
fluid. 

Pleural biopsy will rarely be indicated in young people 
with effusions, because in nearly all the diagnosis can be 
made with confidence on clinical grounds ; but in patients 
over 30 it may often be valuable in distinguishing 
tuberculous from malignant disease. On the other 
hand, no-one welcomes an additional operation, however 
slight, and careful technique for culturing the tubercle 
bacillus from effusions will reduce the need to consider 
pleural biopsy. 


INTERNATIONAL CONGRESSES IN LONDON 

Last Monday Sir Henry Dale, 0.M., F.R.S., welcomed 
delegates from more thai thirty nations to the second 
International Congress of Neuropathology, which is 
being held in London. Dr. J. G. Greenfield, in his presi- 
dential address on historical landmarks in the pathology 
of involuntary movements, paid tribute to James 
Parkinson of Shoreditch, whose Essay on the Shaking Palsy 
was written in 1817. . 

Dr. Denis Carroll is presiding over the third Inter- 
national Congress on Criminology, which is also being 
held in London. ‘The congress has been considering 
recidivism ; and Major Gwilym Lloyd-George, the Home 
Secretary, speaking on Monday at the first meeting, 
described the persistent offender as ‘‘ the central problem 
of any penal system.’’ Dr. Carroll in his presidential 
address defended the current tendency in penology 
towards liberty, leniency, and prolonged aftercare. 
‘“* Mistakes will be made and avoidable crimes will be 
committed, but they are fewer than under a harsher 
system.” The 400 delegates to the congress include 
psychiatrists, prison officers, and social workers from 
forty-two countries. 

3: Sinall, Mi. J, Landman, M, “J Amer. med. Ass. 1955, 158, 907. 
3. Sutliff, W. D., Hughes, F., Rice, M. L. Transaction of 12th 
Conference on the Chemotherapy of Tuberculosis, Veterans 


Administration, 1953; p. ° 
4. See Morris, A. D. Lancet, 1955, i, 761. 
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TRAINING THE PSYCHIATRIC NURSE 
ON THE WARD 
An Experiment 


Brian ACKNER 
M.A., M.D. Camb., M.R.C.P., D.P.M. 
PHYSICIAN, PROFESSORIAL UNIT 


M. CHARLES D. Coutts 
S.RN.,.R.M.N. S.R.N., R.M.N. 
WARD SISTER WARD SISTER 


THE MAUDSLEY HOSPITAL, LONDON 


IN an investigation of the work and training of nurses 
in Bethlem Royal and the Maudsley Hospitals, Oppen- 
heim ! made a job-analysis of the time spent by psychiatric 
nurses on the tasks for which they are employed and 
trained. From this investigation there emerged valuable 
data, a number of criticisms of certain existing practices, 
and some suggestions for improvement. But the quanti- 
tative nature of the inquiry necessarily limited its scope, 
and important qualities of the nurse-doctor and nurse- 
patient relationship eluded study. Perhaps for this 
reason, it yielded no clear answer to one of the basic 
questions underlying the need for the job-analysis— 
namely, what should be the function of a psychiatric 
nurse ? 

The present paper describes a project which has now 
been in progress for nine months and which aimed at 
modifying some of the nursing practices and training 
methods on two wards at the Maudsley Hospital. An 
experiment on a small scale seemed desirable, because 
experience was insufficient to justify disturbing the whole 
hospital by changes of practice which might prove 
premature and perhaps injudicious. By starting in two 
wards we were able to institute new procedures, and 
adopt or discard them without major administrative 
difficulties. 

The two sisters of the wards (M. C. and D. C.), together 
with one of the senior physicians (B. A.), worked in close 
partnership and, when necessary, in consultation with 
the superintendent of nursing and the house-governor. 
They were able to enlist the enthusiastic coéperation of 
the junior doctors, the help of the senior occupational 


therapists, and the good will of the sister-tutors. With 


such a joint approach it was possible to have valuable 
discussions and to achieve without difficulty the agree- 
ment and codperation of all concerned in testing new 
ideas. 

The Setting of the Wards 

Each ward contained 32 women patients, and, as in 
the other wards of Bethlem Royal and the Maudsley 
Hospitals, all of these were voluntary patients. 

One ward was downstairs, and to this were admitted 
the patients who were more acutely ill—mostly depres- 
sive, schizophrenic, and organic reaction types. Patients 
with suicidal tendencies were usually admitted to this 
ward, but those who were severely disturbed or violent 
in their behaviour were treated in another ward. This 
acute ward was ap ‘‘ open’”’ one until shortly before the 
night staff came on duty, continuous nursing observation 
being maintained throughout the day. 

The other ward was upstairs, and-took patients with 
more neurotic disturbances, and those transferred from 
downstairs when sufficiently improved. On this.ward 
patients were allowed considerable freedom of movement 
within the hospital and the grounds. 

On the acute ward there was a nursing staff of one 
sister, one deputy sister or staff nurse, two part-time staff 
nurses, four _student nurses, and one nursing assistant. 








1. 0 OL penheim, — A. 5a “Funetic tion an and Training of 1 Mental Nurses. 
ondon, 1985. See Lancet, 1955, i, 753. 
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On the non-acute ward there : was one sister, one deputy 
sister or staff nurse, and three student nurses.” (On these 
two wards most of the student nurses were already 
general trained.) The effective daily nursing strength 
was reduced by holidays, days off, lectures, and so forth. 
All nursing staff worked from 7.30 a.m. to 8 P.m. with 
two and half days off duty weekly. 

The medical staffing was more complex. At the 
Maudsley Hospital doctors are not assigned to wards 
but are attached to particular senior physicians who 
have charge of beds in various wards. There were six 
junior doctors having care of patients on the two wards 
(as well as sometimes on some other wards), and there 
were four senior physicians to whom they were responsible. 
(Two of the senior physicians of the professorial unit 
each had two junior doctors allocated to him.) The 
experience of the junior doctors ranged from some who 
had only just begun their psychiatric training to others 
who had had four or five or more years’ experience of 
psychiatric work. The practice of attaching doctors not 
to wards but to “ firms’’ has advantages both for the 
doctors, who can follow their patients throughout their 
stay in hospital, and for the patients, who do not have 
to change doctors on moving from one ward to another. 
But it means that nursing staff have to deal with a large 
number of doctors, conflicting practices often develop, 
and there is no clear source of ward administrative 
authority. To overcome the latter difficulty, matters of 
ward policy were dealt with by one of.us (B. A.), in close 
consultation with the other three senior physicians 
concerned. 

The Teachers 
The Ward Sister 

Unlike her colleague in a general hospital, the psychia- 
tric ward sister must look on her patients as a group as 
well as knowing them as individuals. She should, there- 
fore, be continually pointing out to her nurses not only 
the needs of each patient but also their changing relation- 
ships with each other and with the staff itself. In the 
past the tendency was for the nurses to learn from the 
ward sister through her example in the handling of 
patients, and from her advice given from time to time as 
new situations arose. As a group the nurses did not meet 
regularly except perhaps to be told of the night report 
and be given any immediate instructions. 

Recognising the need for the nursing staff to act as a 
team, the ward sister has taken on a much more active 
teaching réle and meets all her nurses daily in a group. 
Because of the differences in the nature and staffing 
of the two wards, different patterns have emerged. On 
the non-acute (upstairs) ward meetings are held each 
morning for discussion of the night report, allocation of 
duties, and a short talk on the handling of certain 
patients. More detailed group discussions are held by 
the sister about twice a week, but throughout the day 
individual teaching and instruction is carried out by her 
or her deputy. Each nurse is encouraged to pass on to 
her colleagues the information she receives, so that it will 
be available to all at the next group discussion. On the 
acute ward more detailed group discussions among the 
nurses are held each morning. The ward sister meets 
the staff nurses for some twenty minutes or more, and 
then spends another twenty minutes with all the student 
nurses and the nursing assistant. 

At the nurses’ group meetings a variety of topics have 
their turn in discussion, including the signs and symptoms 
of mental disorders with reference to actual patients on 
the ward, the value of diagnosis in treatment and prog- 
nosis, the importance of nurses’ observation on the 
behaviour of the patient, and the influence of inter- 
personal relationships. Emphasis is placed upon 
attitudes to individual patients, and sometimes on the 
need for all the staff to adopt a similar approach to the 
demands of some particular patient. This ensures that 
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a patient does not she off one member of the staff against 
another. To this end also the nurses are encouraged to 
discuss between themselves differences of opinion in the 
handling of patients. Some nurses may, for example, 
criticise another for giving too much attention to one 
of her patients ; and the free ventilation of such feelings 
under the guidance of the ward sister prevents tensions 
arising among them. 


The Junior Psychiatrists 

Formerly, the patients allocated to each nurse might 
belong to a number of different doctors. Student nurses 
usually only met the doctors when dealing with a par- 
ticular request or when helping with physical procedures. 
A new system was started in which one nurse is respon- 
sible for the observation and notes of the patients of one 
particular doctor. (Occasionally two nurses are allocated 
to one doctor, or one nurse is responsible for the patients 
of two doctors.) The junior psychiatrist is now expected 
to see his particular nurse once a week, to discuss per- 
sonally with her the notes she has written, and to suggest 
any particular observations to be made. Information is 
exchanged about patients’ behaviour, and the nurse may 
have explained to her the basis of some of the patients’ 
attitudes together with advice as to future handling. 
Though some doctors have needed occasional prompting 
to arrange meetings with their nurses, the majority have 
been most conscientious and have freely admitted the 
benefit of the exchange of information. Lately the ward 
sister has made regular appointments in advance, and 
this has overcome some of the difficulties of arranging 
suitable meeting-times. 

The junior psychiatrist has always been responsible, 
on the day of admission of a patient, for filling in the 
front page of the nurse’s notes giving a brief history of 
the illness, suggesting the attitude to be adopted by the 
nurses, and indicating any special observations to be 
made. Nowadays, as far as possible, each nurse admits 
the patients who are to be allocated to her, and she is 
responsible on the day of admission for writing a detailed 
physical description of the patient together with observa- 
tions on behaviour and mood. On the acute ward notes 
are written daily for a week on all new admissions, and 
thereafter (on both wards) the notes are written weekly 
unless the doctor asks for them more often. 

An attempt has been made to improve the information 
contained in the nurses’ notes by revising their pre- 
sentation. The nurses now each have a book in which 
important occurrences can be entered at the time, and 
more easily recalled when writing their notes at the end 
of the week. In each book there is a list of the headings 
under which their weekly observations on the patients 
are to be made. These include : 


Appearance and general demeanour. 
ape elie der topics, and actual examples of talk. 

00 
Attitude to staff. 

Attitude = other patients. 
. Attitude to illness 

. Any abnormal hehe iour. 

. Occupation and recreation. 
. Eating and sleeping habits. 

The nurses’ notes are now always available at the 
rounds of the consultant, and, because of the increasing 
usefulness of the information they contain, they are 
being used more often. 

Weekly talks, lasting an hour, have been given to the 
nurses by junior psychiatrists with intermittent regu- 
larity for a number of years. Now, to ensure regularity, 
a list with the date on which each doctor will give his 
talk is put up some weeks in advance in the sister’s duty 
room. Most of the student nurses attend these talks, 
and also some occupational-therapy students occasion- 
ally. During the week before the talk, the ward sister 
discusses with the doctor the subject of his talk. If a 
patient is a problem from the medical or nursing point 
of view, she is the one most likely to be chosen for 
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discussion. More stress is laid on the patient in her 
present environment, and the advantages to be gained 
from certain approaches, than on the detailed history 
or on any particular aspect of mental disorder. Some- 
times members of ancillary departments—e.g., psychiatric 
social work, psychology, or occupational therapy—are 
now asked to give the weekly talk, and this helps the 
nurses to understand the working of those other depart- 
ments within the hospital which also have responsibilities 
towards the patient. 

Despite their own very full programme, the junior 
psychiatrists have given freely of their time, and have 
met with good humour and often with much enthusiasm 
the demands of the ward sister to incorporate them in the 
ward nursing-training programme. 


The Sister-tutor 

Previously the _ sister-tutor visited the wards at 
irregular intervals, primarily to obtain information about 
a particularly interesting patient or to learn of the 
progress of a particular nurse. She now visits each week 
to discuss all aspects of the nurses’ training with the 
ward sister. Later she makes a full round of the ward 
accompanied not by the ward sister but by one of the 
student nurses. She can thus study directly the nurses’ 
attitude and approach to patients, and she and the 
students have a chance to observe and discuss patients 
already mentioned in the classroom as nursing problems. 

If this scheme spreads to include all wards in Bethlem 
Royal and the Maudsley Hospitals the tutors will not 
perhaps find it possible to visit as often as weekly, but 
regularity of visits seems very desirable. 


The Occupational Therapist 

In the recent past, occupational therapy has tended 
to be concentrated upon a limited number of patients 
who attended the occupational-therapy department, 
with the remainder of the patients being given occupa- 
tional work to carry out on the ward, though able to 
attend some of the group activities of the department 
if they were sufficiently well. As a result the nurses came 
to regard occupational therapy as a treatment separate 
from their own activitits. Their contacts with the 
occupational-therapy staff were usually limited to taking 
the patients to the department and fetching them back. 
Patients engaged in occupational therapy on the wards 
tended to receive inadequate supervision owing to 
difficulties in organising a joint i AS in an over- 
lapping field. 

To maintain the ward group intact and to draw the 
nurses into the activities of the patients, occupational 
therapy for all patients is now held on the ward from 
10 a.m. to noon and from 2 to 4 p.m. One staff occupa- 
tional therapist organises the work on both wards, and 
to each ward is attached one student occupational 
therapist for three months. Each day one or more nurses 
are detailed for occupational-therapy duty. Shortly 
before the morning’s work begins the nurse and the 
occupational-therapy student spend a short time dis- 
cussing the day’s programme, later doing a tour of the 
patients together before separating to give individual 
attention where it is most needed. An attempt is made 
to place greater emphasis on work of a practical useful 
nature together with group activities, rather than on 
more refined craft work. A few patients still attend 
the occupational-therapy department for more specialised 
work, and this can sometimes serve the need to remove 
a neurotic patient for a time from the ward group if 
temporarily she is being disruptive or having a bad 
influence. On the acute ward, activities have to be 
adjusted more to suit the needs of each patient; and 
some, for a while, may be too mentally disturbed or 
withdrawn to be accessible. Patients from the acute 
ward who have improved are usually sent daily to the 
other ward to take part in the group activities, such as 
dancing and light exercises ; and in suitable weather the 
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patients from the non-acute ward meet for games in the 
garden of the acute ward. 

Personal Relations 
Patients’ Visitors 

Both wards are open to visitors on Wednesday (6-7 
p.M.), and on Saturdays and Sundays (2-4 p.m.). There 
used to be little supervision of visitors by the nurses, 
apart from an effort to insist that the rule of no more 
than two visitors at a time was observed, and the exclusion 
of certain visitors at the request of the medical staff. 
However, as visitors are part of the environment of the 
patient, it was felt that the nurses should adopt a more 
active réle towards them, especially on the acute 
ward. 

On this ward each visitor is now issued by the ward 
sister or staff nurse with a visiting-card. The card is 
given to the relatives on the admission of the patient ; 
the name of the patient and relative are filled in, and on 
the back are instructions for the guidance of visitors. At 
visiting-times a nurse receives the relatives and visitors 
and collects the cards from them. A list of the visitors 
to each patient is then made and the cards are returned 
to the visitors when they leave. New visitors who arrive 
are interviewed by the sister or the staff nurse and are 
issued with a card unless, for some reason—e.g., on the 
instruction of the medical staff—visiting by them is 
considered unsuitable. This new arrangement ensures 
that all visitors are known to the nurses and that none 
considered unsuitable obtain entry to the ward. The 
reaction of the patients to their visitors can be better 
appreciated when their relationship is clearly known, and 
any disturbances after visiting can be interpreted in the 
light of known visitors. 


The Two Wards 

The wards are connected in various ways. Con- 
sultants and junior psychiatrists are common to both, 
and patients are moved from one ward to another 
according to their clinical state. Since the new occupa- 
tional-therapy régime has been started there is more 
mixing of the patients belonging to the two wards, and, 
as a result, their transfer from one ward to another is 
easier. In the past, particularly on the acute ward, 
patients tended to become accustomed to a more organised 
circumscribed environment and often resisted change. 
Nowadays the change does not seem to be viewed as a 
‘break, and little difficulty is experienced in settling to a 
different environment. 

Nurses at the Royal Bethlem and Maudsley Hospitals 
spend three months on one ward before being transferred 
to another. On our two wards nurses, when they have 
completed their time on one of the wards, are, as far as 
possible, transferred for a further three months to the 
other ward. As a result nurses remain for six months 
within the same training régime and are often able to 
follow the treatment and progress of patients during 
their recovery and maintain a continuity of relationship 
with patients and medical staff. 


Conclusion 


So far we have made no attempt to carry out a factual 
study of the ward activities throughout the day, for we 
have been more concerned with the nature and significance 
of these activities than with the time spent on them. In 
this paper we describe changes that have actually been 
put into practice. That they have been achieved is a 
fact, but that they are valuable is only our personal 
opinion, albeit endorsed by others with whom we have 
collaborated. r 

The junior medical staff have gained an appreciation 
of some of the needs of the nurses, have increased their 
teaching experience, and gained more understanding of 
the dynamics of ward activities. As a result of improved 
communication they have received more useful informa- 
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tion about their patients, and have been able to give 
instructions with more confidence that they can be 
understood and carried out. 

The nurses have learnt more about their patients and 
about the functions they are expected to perform. The 
teaching of the ward sister has helped them to under- 
stand better their influence on the patients and on each 
other. From their greater contact with the junior 
doctors they have learnt more of the value of their 
contribution, and this has been reflected in improved 
handling of their patients. 

For the patients, a more secure nursing staff, working 
together and communicating well, has meant an environ- 
ment not only better organised to meet many of their 
needs but also better able to withstand many of the 
more common disruptive forces. The tendency of some 
patients, in working out their problems, to set the nurses 
against each other has been strikingly reduced, with 
corresponding increase in security to the patients in 
general. To be warned of such problems, to see them 
arising, and to achieve success in their management, has 
contributed immensely to the confidence of the nurse in 
her relationship with the patient. The hostility of some 
patients has ceased to be so threatening, and the depen- 
dency sought by others could be encouraged and yet not 
allowed to get out of control. As a background to the 
general attitude of tolerance and permissiveness there is 
the kindly but firm authority of the ward sister, endorsed 
by the senior medical staff. 

The patients spend by far the greater part of their 
time in contact with the nurses, and may derive as much, 
or more, benefit from the ward environment as from the 
psychiatrist. More attention, therefore, must be paid 
to training the psychiatric nurse on the ward. But for 
this fully to succeed the psychiatrist himself must share 
actively in her training. 

We should like to thank all who have coéperated with us, 
and in particular Miss Robinson, superintendent of nursing 
at the hospital, without whose support this work could not 
have begun or still be continuing. 


**DOWN AND OUT IN LONDON ” 
Mental Illness in the Lower Social Groups 


J. Stuart WHITELEY 
M.B. Leeds, D.P.M. 
REGISTRAR, WARLINGHAM PARK HOSPITAL, SURREY, 
“*T should like to understand what really goes on in the 


souls of plongeurs and tramps and Embankment sleepers.” 
—GEORGE ORWELL. 


Or 1536 men admitted to an observation ward in 
South London during 1953 and 1954, 130 (8-4%) gave 
as their last address a London County Council reception 
centre or a common lodging-house. The nightly popula- 
tion at these shelters is largely transient, so that their 
total population cannot be reliably assessed ; but it is 
probably about 12,000. Certainly it is far less than 
8-4% of the normal community served by the observation 
ward. This suggests that the incidence of mental illness 
is higher in the disorganised community, which is in 
keeping with the findings of Faris and Dunham (1939) 
in Chicago, Furthermore 72% of the patients were in 
relapse and only 28% had been referred for psychiatric 
care for the first time. This again is in excess of the 
relapse-rate of about 42% for the normal population 
As the down-and-out environment appears to be asso- 
ciated with mental illness, the following study was made 
of the problems of 100 of these 130 men. 

For easeof classification I selected those who came 
from a reception centre and from a Salvation Army 
lodging-house, and from a private lodging-house. At a 
reception centre anyone who has less than the price of 
a night’s lodging is admitted in the evening, housed, and 
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fed. There is an active welfare and re-employment 
service and the average stay is six days. At a Salvation 
Army hostel, the nightly rate is from Is. 6d., and there 
is a welfare service. At privately managed lodging- 
houses the amenities are better and the minimum charge 
is 28. 3d. 

It must not be inferred that all the population of the last 
two groups are down-and-out. About a third book by the 
month and include old-age pensioners and people in regular 
employment who “ choose to live that way.” 


FIRST ADMISSIONS 

The cases referred for psychiatric care for the first 
time fell into two groups (table 1), those from the 
reception centre were almost all schizophrenic (10 out 
of 12) with an average age of 36-7. Most of them were 
labourers and had been in regular employment until the 
onset of their symptoms, some three to six months ago. 
They had gradually drifted into the reception centre 
because they had no family or friends to look after them. 


TABLE I—DIAGNOSIS ON FIRST REFERRALS 


. . Reception Lodging- 
Diagnosis centre house 

Schizophrenia ae pe — 10 st 
Depression .. pa ov <a _ & 
Paranoid state 5 we 1 1 
Psychopathic personality... us -- 3 
Epilepsy oe 6 —_— 1 
coholism .. es és pe _— 1 
Huntington’s ee - oa _— 1 
Undiagnosed =. a je 1 1 
Total od ae od 12 . 16 


Thus 5 of the 10 were not English, and 1 was from 
Eire, 1 was an orphan, and 1 was left alone when his 
next-of-kin was sent to prison. 

Case 1.—Aged 36. An Indian who had been eleven years 
in England. He had been in regular employment as a fitter 
for eight years but had worked more sporadically since, his 
last steady job being as a baker's assistant six months ago. 
Single, he had no friends nor relatives in this country and had 
been living in lodgings until six months ago when after 
arguments with his landlord he was turned out. He had 
since lived in common lodging-houses and then at the recep- 
tion centre. He was found wandering in the street by the 
police and was unable to give coherent explanations. He 
was an acutely disturbed schizophrenic with whom little 
contact could be made. 


The 16 from the lodging-houses were mostly patients 
with depressive reactions. Their average age was 42-8 
years. About half of them had lived in the lodging- 
house for some time. Some were unstable before going to 
live there, but in 7 some present stress had led to the 
breakdown. In most of the others increasing age and 
the difficulty of finding work had been the precipitating 
factor. 6 gave the name of their next-of-kin, but all 
had voluntarily discontinued normal relationships. 

Case 2.—Aged 52. Working as a messenger, he had lived 
in lodging-houses on and off for the past ten years. His 
wife had left him twelve years ago. He had been enuretic 
all his life and his enuresis had been aggravated by a spinal 
injury during the war and by drinking-bouts. He had been 
bound over and was under a court order to repay money 
he had obtained on false credit in a public house. This he 
had been unable to do and in despair had taken phenobarbitone 
and was found comatose in his bed. 


The patients from the lodging-houses had many psycho- 
pathic traits which were not seen in the reception-centre 
cases. Thus 3 of them had a family history of mental 
illress, 4 of them had a broken marriage, 5 had been in 
prison, and 1 was on probation, and 6 drank to excess. 
None of the reception-centre group expressed suicidal 
ideas, but 4 of the lodging-house cases made serious 
suicidal attempts in depressive moods, 2 of them after 
alcoholic bouts. 

RELAPSED CASES 

Among the 72 patients referred in relapse the dis- 

tinction between the reception-centre and lodging-house 
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TABLE II—-DIAGNOSIS OF RELAPSES 


. . Reception Lodging- 
Diagnosis centre house 
Schizophrenia 16 6 
Psychopathic personality : 
Depressed 5 7 
Drug-addict 1 1 
Other ee _ 2 
Alcoholism .. ae ot 24 2 11 
Epilepsy a ann o¢ we 4 _ 
Depression .. § inet a 3 3 
Paranoid state 2 2 
Other 3 4 
Total 36 36 


did not exist, and there was more similarity in the life 
histories of the two groups. There was a hard core of 
schizophrenics in the reception-centre group (16 out of 36), 
but there were fewer psychopaths and alcoholics (table 11). 
The schizophrenics who had made the best adjustment, 
judging from their rise from the reception centres to 
lodging-houses, were those who were more psychopathic. 
It seemed as though to exist in the environment an 
antisocial and psychopathic attitude was necessary. 

The average age of the schizophrenics was 40-8 years 
and most had been twice admitted since their first referral 
some four years ago. Chronic alcoholics now formed 
the largest group in the lodging-house cases. They were 
of an average age of 46-8 years and had been first referred 
at 38-4 years, which is in agreement with Glatt’s (1955) 
findings for middle-class alcoholics. © 

The relapsed and chronic cases make unsatisfactory 
patients, and they often take their discharge against 
advice within a few days of transfer to a mental hospital. 

Case 3.—Aged 30. First ill at the age of 24 when he was 
boarded from the Army diagnosed as an anxiety state. 
A year later he left his wife who had had three illegitimate 
children during his absence. He was readmitted to hospital 
and diagnosed as schizophrenic and had had at least eight 
admissions since. He worked sporadically as a builder’s 
labourer, had been in prison twice. He had been to his old 
home four days ago, but his brother had turned him out. 
He had only been four days in London when the police found 
him wandering and brought him to the hospital. He was 
unable to get work and had frequent alcoholic bouts. 


Psychopathic behaviolr was more common among 
the relapsed cases. Many had been ejected by their 
relatives because of their behaviour and only a third of 
them were able to name a next-of-kin. There was 
evidence of mental illness in the family of 4 of the 
patients. Of the reception-centre cases 26 were unmarried 
and 1 a widower, 9 had a broken marriage, as had 15 
from the lodging-house group. 5 of the lodging-house 
cases and 6 of the reception-centre patients had been 
in prison. 2 who had completed sentences for man- 
slaughter after impulsive aggression, six and twenty years 
later developed a paranoid psychosis. 

Of the lodging-house group 11 were alcoholics and from 
the reception centre, 2. In 13 other patients alcohol 
had been a contributory factor. Physical illness played 
a small part in the relapses. Suicidal attempts were 
made by only 4 of the 72 relapses as opposed to 4 of 28 
first referrals. 

DISCUSSION 


The down-and-out culture in London, is an asocial, 
and often antisocial, community with little comradeship. 
Unlike the Skid Road fraternity described by Jackson 
and Connor (1953), it is one in which’ each lives for 


-himself in an air of mistrust and paranoia. There is a 


high incidence of paranoid schizophrenia (Faris and 
Dunham 1939): 19 of the 32 schizophrenics had paranoid 
symptoms, 6 more were diagnosed as paranoid states, 
and another 6 expressed paranoid ideas. To his environ- 
ment the down-and-out contributes nothing, and in 
return receives nothing. To exist in it he must be as 
psychopathic as his neighbour. 

The down-and-out population is fed from two sources 
—the asocial personality who cannot establish normal 
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re plationchdien and retreats to the environment whee he 
will have to make none, and the psychotic who lacked 
the usual social ties when he fell ill and, having no-one 
to care for him, drifted to the lowest social level. The 
longer he stays there the harder it is to get out: he 
becomes ill equipped, psychologically and materially, to 
exist in the outside world. He lives from day to day, 
books his bed nightly, and takes casual work in the 
kitchens of the West End. 

Straus (1946) has pointed out the undersocialisation of 
the homeless man, and Anderson (1923) the mixed causes 
of homelessness. But the main cause is the personality 
defect which does not allow him to form relationships. 
It may be only asocial psychopathy or it may lead to 
the ultimate withdrawal of frank schizophrenia. 

Alcohol, too, is an important factor. Some are home- 
less because they drink and others drink because they 
are homeless. Straus (1946) found that 80% of homeless 
men drank to excess and that two-thirds of these had 
no desire to stop nor friend to encourage them to stop. 

Outside his retreat the down-and-out is uneasy and 
unlikely to coéperate in treatment; he is basically 
unable to establish relationships with the therapist, and 
the hospital environment makes him more withdrawn. 
To help the alcoholics a psychiatrist might hold a 
voluntary discussion or counselling group in the reception 
centre or lodging-house, in the hope that on his own 
ground the down-and-out might more easily accept the 
therapist and through him the outside world. Workers 
from Alcoholics Anonymous might then help. Projects 
of this kind have been tried in the United States 
(Wattenberg 1954). 

When he falls ill, the down-and-out should, ideally, 
be treated in a separate institution—similar to that 
suggested for the criminal psychopath by East and 
Hubert (1939)—-where his environment was as near his 
normal habitat as possible. He would then be more 
likely to stay, and attempts to meet his personality 
deficits could be made by therapists with an understand- 
ing of his particular problems—-perhaps by group therapy. 
It would be an advantage if he could be committed to 
the institution for a definite period, and as so many 
down-and-outs appear in court this should be possible. 

I wish to thank Dr. E. Stengel of the Maudsley Hospital, 
London, for his encouragement and permission to publish this 
study on cases under his supervision. 
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PILOT SURVEYS OF INDUSTRIAL HEALTH 


One of the Dale Committee’s recommendations ! was 
that a standing Industrial Health Advisory Committee 
should be formed to advise on the. development of the 
industrial health services and on their coérdination with 
the National Health Service. This committee, composed of 
persons appointed by the Ministry of Health and Ministry 
of Labour, together with representatives of the Ministry of 


Fuel and Power, employers, workers, doctors, and, 


nurses, held its first meeting in March of this year, and 
it has since recommended that two pilot surveys should 
be carried out. At an inaugural meeting last week to 
discuss the first of these surveys, Sir George Barnett, 
Chief Inspector of Factories, said that much could be done 
at national level to improve the industrial health services. 
He continued : 





1. Report of a Committee of Enquiry on Industrial Health Services. 
Cmd. 8170. H.M Stationery Office. 1951. 


BEFORE OUR TIME 


(serT. 17, 1955 





“ But the committee has also recognised that if the needs 
of the workers in the smaller factories—which form the over- 
whelming majority—are to be catered for adequately, much 
of the necessary action must be taken on a local basis.” 


The object of the survey, he said, was to find out the 
needs for industrial health services in a particular place, 
and how these services could best be organised. This 
called for investigation into the nature and causes of 
sickness among the workers, and study of working- 
conditions and the precautions to prevent industrial 
ill health. The medical and nursing resources available 
in the area for industrial health work would also be 
noted. 

Halifax was considered suitable for the first survey 
because of its size and the variety of its industries. The 
survey will be carried out by a team of inspectors who 
will examine every factory in Halifax. The findings will 
be reported to a local advisory committee (including 
representatives of the local employers’ organisations, the 
trade unions, and the medical profession), a report finally 
going to the chief inspector of factories. Subsequently 
the district inspector will approach individual firms whére 
a clear need for preventive measures is shown; and if 
medical supervision seems desirable the firms concerned 
will be asked to make arrangements with a local doctor, 
who could possibly take part in a group scheme in which 
a number of firms would participate. 


Before Our Time 


MEDICINE AT MONTEVIDEO 1807 


In 1807 a British expeditionary force about 10,500 
strong besieged and captured the fortified city of 
Montevideo and later attacked Buenos Aires. The six- 
month campaign was brought to an unsatisfactory con- 
clusion by an agreement whereby the British evacuated 
the whole colony of La Plata. 

This ill-conducted campaign has received little atten- 
tion from British military historians, but it is of interest 
from a medical viewpoint owing to the extraordinarily 
detailed and illuminating report by Dr. Theodore Gordon, 
the Inspector of Army Hospitals, who was in medical 
charge. This report was never published, but lay forgotten 
among the War Office records until it recently came to 
light in the Public Record Office. 

Dr. Gordon, who qualified at King’s College, Aberdeen, 
in 1796, served in St. Domingo during the terrible 
yellow-fever epidemic of 1794-95 and subsequently for 
many years in Jamaica and the Leeward Islands. 
Having himself survived the dangers of the West Indian 
climate for so long, he was exceptionally well experienced 
in the treatment of those diseases with which troops in 
the American theatre of war were threatened. 

On the conclusion of the La Plata campaign he sub- 
mitted a report which showed that over the period from 
Jan. 1 to July 1, 1807, a force of average strength of 
10,508 men had no fewer than 5531 admitted to the 
Army hospitals. Of these, 4434 were discharged in due 
course, 396 died, and 701 remained for further treatment. 
The mortality-rate was rightly considered unusually low, 
since 198 had died as a direct result of injuries received 
in action and only 43 from “ tetanus of wounds ’”’ from 
a total of 1095 wounded men admitted. Over 80% of 
the admissions to hospital were due to disease as opposed 
to battle casualties. 

Dysentery (1550 cases) and diarrhea (586 cases) were 
the chief causes of admission, followed by fever (675 
cases), ophthalmia (458 cases), ulcers (218 cases), rheum- 
atism (148 cases), and venereal diseases (82 cases). To 
“the hardships of the campaign and the immoderate 
use of ardent spirits’’ Dr. Gordon ascribed the great 
majority of the cases admitted to hospital. He pointed 
out however—and backed his opinion by analysis of 
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admissions on a regimental basis—that ‘‘ where care was 
taken by Commanding Officers and (regimental) Sur- 
geons,”’ the climate was responsible for comparatively 
few cases of sickness, but that ‘‘ where proper attention 
was not paid, complaints, mild at first, laid the foundation 
of chronic disease rendering the men unfit.” 

There is one item in the report which deserves particular 
attention since it indicates the severity of discipline in 
the British Army of the period. Under the heading 
‘* Punishment,”’ it is shown that 338 men were admitted 
to hospital as the result of flogging. Dr. Gordon, in 
recording that ‘‘ the climate is particularly unfavourable 
to the healing of wounds and sores of every description,” 
pointed out that ‘even military punishment has fre- 
quently been followed by mortification, almost always 
attended with fever injurious to the constitution, and 
men’s lives have been endangered in South America by 
a degree of punishment which in England would be 
considered trifling.” 

Dr. Gordon reported that ‘‘ experience has proved to 
the satisfaction of everybody ” that sick soldiers recovered 
more quickly when accommodated on board ship than 
when housed in hospitals ashore. He again emphasised 
the need for good interior economy in units and con- 
cluded with his considered opinion that ‘‘a garrison 
might be maintained in Buenos Aires and Montevideo 
with less annual loss by disease than in England.” 

There is evidence that Dr. Gordon’s report reached 
both the Commander-in-Chief and the Secretary of State 
for War with a strong recommendation that its con- 
siderations should be carefully studied. Unfortunately 
the chief point—the insistence on the primary responsi- 
bility of the commanding officer and the regimental 
surgeon for the health of their men—received little 
attention, and it required nearly a century and a half 
of further bitter experience before the lesson was 
fully realised. 

M. E. 8S. Laws 
O.B.E., M.C., F.R.Hist.S. 


Public Health 


Ebb and Flow of Infection 


Tue story of the successive major infections which 
have plagued these islands in the last six centuries is 
briefly re-told in a fascinating account by Thomson.! 


The Black Death (bubonic plague) entered at Weymouth 
in August, 1348, and in its first great outburst killed at 
least a fifth of England’s population of 3-4 million.* It 
persisted endemically for over 300 years, which were 
punctuated by occasional epidemics of which the Great 
Plague of London in 1665-66 was the culmination. 
Soon afterwards it disappeared almost as suddenly as it 
had come, and 253 years elapsed before the next visitation 
—a small outbreak near Ipswich, probably an importa- 
tion in grain ships. 

Meanwhile typhus, or ‘‘ spotted fever,” which was 
described by Willis as a new disease in 1643, was rising, 
and, with its persistent annual mortality, was probably 
in the end responsible for as many deaths as plague. 
Its pseudonyms, “ jail fever,” ‘‘ ship fever,” and ‘‘ famine 
fever ’’ indicate where constant foci of the disease were 
found. At that time its contagiousness was still in 
dispute, but Willis had no doubts: he urged the 
obstinate ‘‘to go near and try.” Until 1909, when 
Nicolle demonstrated the transmission from lice, medical 
teaching could go no further than the clinical observation 
that ‘‘ the striking distance of typhus is short.” In 1818 
ward infections with typhus in the seven great London 
hospitals led to the Se Selec t Committee of Enquiry which 
recommended the establishment of isolation hospitals. 
Yet in 1837 and 1838 deaths from typhus, now registered 
pe the first time but still to some extent confused with 

pod geo and relapsing fever, outstripped those from any 

er infection. The last great epidemic was in 1847, 








1. Thomson, D. Mon. Bull. Minist. Hlth Lab. Serv. 1955, 14, 106. 
2. Creighton,C. History of Epidemics in Britain. London, 1891-94, 
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mainly in the surroundings of the Irish immigrants who 
flocked to Merseyside after the failure of the potato crops 
in the ‘‘ hungry ’forties.”” But, on the whole, typhus 
was already on the decline, and it yielded the leading 
position among the infectious diseases first to smallpox, 
then to measles, and, for the 40-year period from 1840 
to 1880, to scarlet fever. 

Smallpox and measles were probably prevalent about 
the time of the decline of plague and the rise of typhus. 
But they were slow to assume the position of major 
infections. ‘“‘ Smallpox, measles, pox and pokkes (possibly 
syphilis) were much mixed up in Tudor England.” * 
There is little evidence that smallpox and measles were 
severe in the 16th and 17th centuries: ‘ Variole and 
morbilli although contagious are not pestilential because 
for the most part they are salubrious.”’* But in the 
18th century smallpox earned Macaulay’s description as 
“the most terrible of all the ministers of death.” It 
was widespread and virulent, with a case-fatality rate 
of 15-30%, when the first smallpox hospital was opened 
in 1746. This phase culminated in the epidemics of 
1837-40 and of 1871-72, each with about 40,000 deaths 
in England and Wales. Thereafter smallpox declined 
steadily except for a minor upsurge in the early years 
of this century. 

As regards measles, Sydenham tells of a severe epi- 
demic in 1674 during which the extreme infectiousness of 
this disease was noted. But not until the second half 
of the 18th century, coincident with increasing over- 
crowding in towns, did epidemics of measles begin to 
occur every second or third year, and even then this 
disease caused only about a tenth of the number of 
deaths attributed to smallpox. The position changed 
sharply in the years 1804 and 1808, when a malignant 
form of measles affecting adults as well as children 
produced mortality greater than that of smallpox. From 
then throughout the 19th century and ind until 1915, 
except for the 40 years when scarlet fever was pre- 
dominant, deaths from measles outnumbered those from 
smallpox, scarlet fever, and diphtheria combined. Not 
until 1933 did its mortality again become inferior to 
that of another infection—diphtheria. 

The scarlet-fever interlude was at its height between 
1840 and 1880, when it was the chief killing disease of 
childhood and was responsible for 4-6 % of deaths at all 

ages. Dr. Tait, successor of Arnold as Headmaster of 
ae a lost 5 of his 6 children within a month from 
scarlet fever. To our grandmothers ‘“‘ the fever” was a 
word of ill omen. 

In 1859 diphtheria first flared up as an epidemic in 
Britain. Yet it had been rife on the continent of Europe 
for some time, Bretonneau having defined it and given 
it its name in 1826. It remained a major though never 
predominant infection until 1947 when it declined so 
rapidly as almost to disappear. This steep decline 
was mainly due to mass immunisation but was probably 
not. uninfluenced by. improvements in diet, housing, 
and hygiene. 

Typheid fever never seemed to have the same drastic 
effect on the nation’s mortality as the infections already 
mentioned. It was first registered as a separate disease 
in 1869 when it accounted for 8959 deat By then 
it had passed its peak, and its decline has been steady 
and progressive. 

Cholera, like plague, made a sudden onslaught upon us 
and as suddenly disappeared. There were four deadly 
outbreaks of this exotic infection starting at various 
ports in 1831, 1849, 1854, and 1866, and it spread widely 
over the country. John Snow in 1854 demonstrated its 
transmission from the infected, water-supply of the 
Broad Street pump, but his teaching had little effect 
until after the 1866 epidemic. This was the last occasion 
on which cholera was allowed to obtain a foothold in 
this country. 

Influenza was first recognised as a separate entity in 
the epidemic of 1743. “Its usual characteristics of 
suddenness, simultaneity, and universality ’’ were exhib- 
ited by epidemics in 1510, 1557-58, and 1580-82, which 
were then attributed to coqueluche because of the 
spasmodic cough which accompanied it.* In 1775 the 
spread of an influenza epidemic was traced through Italy 
and France to Britain by Gregory of Edinburgh. Major 


3. Fracastoro, G. De Contagionibus. Venice, 1546. 
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epidemics have been recorded during the past two 
centuries at roughly 30-year intervals, with many minor 
waves at intervals of 2—5 years. The pandemic of 
1918-19, one of the greatest upsurges of infection in all 
history, showed a sudden and complete change in age- 
incidence and mortality from the middle-aged and elderly 
to the young, 25% of the deaths being at ages 0-15 years 
and 45% at 15-35 years. Influenza has seen the rise 
and fall of all the other major infections, and no-one can 
say that its power is yet on the wane. 

Thomson’s review is limited to those nine infections, 
but his theme could also include the ‘‘ English sweats,”’ 
malaria, whooping-cough, encephalitis lethargica, and 
poliomyelitis. Was there ever such an epidemiological 
puzzle as the sweating sickness of 1485 introduced by 
the troops of Henry VII, and recurring in 1508, 1517, 
1528, and 1557, after which it disappeared ? ‘‘ It was 
named ‘ stop-gallant,’ for there were some dancing at 
the Court at nine o’clock that were dead at eleven. It 
was all in contrast with the bubo-plague, the poor’s 
plague, for it fell mostly on the great houses, on the 
Kings Court, on luxurious establishments, on the lusty 
and well-fed, sparing the poor.”’ ? 

* + * 

How did all this ebb and flow of infection come about ? 
From Hippocrates to Sydenham the theory of ‘‘ epidemic 
constituents ’’ held the field, with the emphasis mainly 
on factors of weather and climate. Changes in the 
state and circumstances of the host cannot, however, 
explain these great cyclical variations in virulence over 
the centuries. In the modern view mutation of the 
parasite is the more decisive factor, and this is demon- 
strable in the influenza virus, B.c.G., and other micro- 
organisms. Mutation of the pathogen towards greater 
virulence, with coincident favourable host factors, opens 
the way to its rapid proliferation and transfer for a time. 
But with increasing slaughter of the hosts, the parasite 
too tends to perish and its field of action is soon narrowed. 
Natural selection may thus be constantly acting in 
favour of a more comfortable ecology, a state of live- 
and-let-live with the host whereby both survive with 
only minor inconvenience. This would make the explosive 
(epidemic) phase short and the stabilised (endemic or 
symptomless) phase relatively long. If this be so, a 
constant flux in the epidemiological pattern of a country 
is a natural phenomenon, and is likely to continue as 
new varieties, milder or more deadly, arise from ordinary 
pathogens or from Nature’s vast reservoir of feebly 


pathogenic or non-pathogenic micro-organisms. 


General Morbidity, Cancer, and Mental Health 


The supplement to the Registrar-General’s Statistical 
Review for the years 1950-51 on General Morbidity, 
Cancer, and Mental Health * is the successor of the 1949 
supplement on the same subjects. The cofmpanion 
volume on Hospital In-patient Statistics * has already 
been published. 


General morbidity is again examined from the results of the 
Survey of Sickness, which was suspended early in 1952; this 
volume carries the account of it to its close. The effect of the 
1951 influenza epidemic is analysed in relation to prevalence, 
incapacity, and number of consultations. This epidemic 
affected men over 65 more than any other age-group, the 
prevalence among them being double that of 1949. At all 
ages the duration of incapacity and the number of consulta- 
tions in 1951 increased, Compared with 1949, even more than 
the prevalence, and thus it may be concluded that the cases 
were more serious as well as more numerous. 
The section on cancer registration is concerned mainly with 
continuing for the fifth year the story of the cases of cancer 
which were first registered in 1945 and 1946. These cases 
4. Registrar-General’s Statistical Review of England and_ Wales 
for the Two Years 1950-1951: Supplement on General 
Morbidity, Cancer, and Mental Health. H.M, Stationery Office, 
1955. Pp. 241. 8s. 6d. 

5. Registrar-General’s Statistical Review of England and Wales, 
1949: Supplement on General Morbidity, Cancer, and Mental 
Health. H.M. Stationery Office. 


6. Registrar-General’s Statistical Review of England and Wales for 
the Two Years 1950-1951: Supplement on Hospital In-patient 
Statistics. H.M. Stationery Office. 
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form only about a quarter of the estimated total in those 
years, but in later years this proportion more than doubled 
and in 1954 registration in some areas was nearly complete. 
In this volume four sites are selected for special study—the 
female breast, the cervix uteri, the rectum, and epithelioma 
of the skin. They are examined mainly with reference to 
age-distributions and survival-rates. The corrected five-year 
survival-rates for cases of primary cancer without secondaries 
which received radical treatment were: cancer of the breast, 
67% ; cancer of the cervix uteri, 51% ; cancer of the rectum, 
50%; and epithelioma of the skin, over 80%. 

The mental health section continues the study of the illnesses 
of patients in mental and mental-deficiency hospitals. One 
result of the general fall in the death-rate at ages 65 and over 
has been an increase in the proportion of older people requiring 
accommodation in mental hospitals. In contrast, slightly 
less than half the waiting-list of mental defectives in 1951 
for mental-deficiency hospitals were children under 16. The 
mental-hospital admission-rate for psychoses and _ schizo- 
phrenia was much higher for social class v (unskilled occupa- 
tions) than for any other class, but the admission-rate for 
alcoholism was much greater for social class I (professional and 
administrative). 


Poliomyelitis . 


Uncorrected notifications of poliomyelitis in England 
and Wales during the week ended Sept. 3 (35th week) were 
as follows: paralytic 206 (198), non-paralytic 192 (164) ; 
total 398(362). (Figures for the previous week in paren- 
theses. ) 

Total uncorrected notifications up to and including the 
35th week in each of the years since were as 
follows: 1947, 4277; 1948, 1140; 1949, 2341; 1950, 
4616; 1951, 1836; 1952, 2605 ; 1953, 3306; 1954, 1402 ; 
1955, 2986. Total uncorrected notifications in the 35th 
week of. each of these years (percentage of paralytic 
cases in parentheses) were as follows: 1947, 657; 
1948, 73; 1949, 308; 1950, 491 (61-5%); 1951, 89 
(39-3%) ; 1952, 215 (700%); 1953, 224 (54:9%); 1954, 
71 (62-0%); 1955, 398 (51-8%). 

In the week ended Sept. 3 there was an unusually large 
proportion of non-paralytic cases. The East and West 
Ridings of Yorkshire had the highest rate, followed by 
Greater London. -The lowest rate was in the Northern 
region. In London so far this year the incidence has 
reached an abnormally high level, with uncorrected 
notifications amounting to 15-2 per 100,000. For England 
and Wales as a whole, the rate for the year so far is 
about 6-7 per 100,000. 

A seasonal fall in notifications may start in the next 
week or two, but the possibility of further rises to a late 
peak, as in 1949, cannot yet be excluded. 


Food-poisoning in Lancashire 


Some 294 cases of food-poisoning occurred at Darwen, 
Lancashire, on Sept. 6. The symptoms were diarrhea, 
vomiting, and abdominal discomfort, some twelve or 
more hours after a midday school meal which consisted 
of minced beef and vegetables and steamed sponge 
pudding and custard. The patients were mostly children 
in about a dozen of the primary schools, but they included 
also some adult school-meal servers and a few teachers. 
Some 1750 persons had partaken of the food. The 
illness seems to have been relatively mild, and recovery 
rapid; the majority did not seek medical advice. 
Investigations are still incomplete; but the clinical 
picture suggests a salmonella infection, and a preliminary 
laboratory report supports this. 

At Accrington, Lancashire, 98 cases of food-poison- 
ing occurred on Aug. 26 at a large works. The main 
symptom was mild diarrhoea; vomiting was reported 
in only 2 cases. Most of those affected were able to 
continue at work; they were seen by the works nurse, 
and did not seek medical aid. A heavy growth of 
Staphylococcus pyogenes was obtained from an open 
tin of synthetic cream, and from a cream bun made from 
this material ; and a scanty wth of the same organism 
was obtained from one of three meat pies tested. The 
interval after the meal was uncertain, since some of those 
affected had had snacks of tea and buns at various times ; 
but the impression was that the interval was rather 
longer than is usual for outbreaks due to staphylococcal 
toxin, and the rarity of vomiting is unusual for such 
a cause. 
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“In England Now Pe 


A Running Commentary by Peripatetic Correspondents 





THE informality of our cottage hospital is such that I 
was not surprised to find one of our men patients standing 
in his dressing-gown by a cot in the children’s ward. As 
I walked past he touched me on the elbow. ‘‘ Have you 
met the wonder-child, doctor ? ’’ he asked. Clutching the 
rails of the cot was a nightgowned young sage of 21 
months, surveying the world of the ward with a quiet 
intensity. His remarkable serenity had already attracted 
my attention. ‘‘ Is this who you call the wonder-child ? ”’ 
I asked. ‘“ Yes,’ said my patient, ‘‘ just watch this.” 
He leaned over the cot rails and picked up a copy of 
Sandars’s Bird Book for the Pocket which was lying on 
the blankets. 

Opening it at random, he held the book in front of the 
baby and said ‘‘ What bird is this, Nicholas ?’”’ Nicholas 
took a very swift glance at the picture and came straight 
back with ‘“ mistle-thrush.’”” His pronunciation was 
infantile, I'll agree, but there was absolutely no gain- 
saying that he recognised the bird. So we opened the 
book again. ‘‘ Chaffinch,”’ said Nicholas. He followed this 
up with fieldfare, swallow, and nuthatch without mis- 
takes. His answers were given briskly and with confidence 
after only a momentary glance at the picture. 

From then on the climax of each day’s ward-round 
became this catechism of Nicholas, which we kept down 
to a few birds only so as not to tire him. The day after 
our first meeting I decided to try him on more difficult 
stuff. So I opened the book in the middle of the ducks. 
“* Goldeneye,” said Nicholas without a moment’s hesita- 
tion. I was flabbergasted. ‘‘ Right,’’ I said craftily, 
‘‘ what about this one ?”’ ‘‘ Curlee,’’ said Nicholas, and 
of course he was right. Now it so happens that beneath 
the curlew is a picture of the whimbrel, which is appar- 
ently in most respects a miniature curlew. ‘‘ And what's 
this one ?”’ I asked. For the first time Nicholas seemed 
stumped. He frowned, looked up, looked down, looked 
up again, and then turned his head away and said in a 
voice of considerable disdain ‘‘ Curlee too.’’ He made up 
for his mistake soon afterwards by getting Capercailzie 
in one, and by showing us his book of cars, from which 
his tour-de-force was ‘‘ pantechnicon.”’ 

A week later it was Nicholas’s last morning in hospital, 
and four of us were clustered as usual round his bed 
playing the bird game when into the ward came his 
young parents. Their first words on seeing us were 
**Oh dear! Has Nicholas been annoying you with his 
books ?”’ ‘“ Not at all,”’ we protested, ‘‘ far from it. 
He’s the first infant prodigy we’ve met who really is 
an infant as well as a prodigy, and we’re fascinated.” 

With some diffidence his parents then went on to tell 
us of the difficulties and anxieties of having to bring up 
such a remarkable child. ‘‘ At first we used to take the 
books away,” they said, “‘ but it was no use. He was 
miserable until he had them back. So now he is told the 
name of any bird he wants to know, and having heard it 
once he remembers it. In fact he often sits in front of 
the window at home and recognises the birds in the 
garden.”’ “‘ Extraordinary,’’ we said, ‘‘and have you 
made any plans for the future ? ’’ The parents looked at 
one another, hesitating. ‘‘ Shall we tell them ? ” asked 
the husband. After a moment or two his wife answered 
‘Yes. All right. Go on.’ “ Well,” said her husband, 
‘‘ we hardly like to admit it and we're afraid you'll laugh, 
but we’ve decided that as Nicholas is so determined to 
learn everything anyhow, we must cater for his brain, 
and we have just started saving up for his fifth birthday 
—to buy him the Encyclopedia Britannica.” 

It. is now 3"/, years since I met Nicholas, and I find 
myself wondering how he is getting on with the book 
which Mummy and Daddy have just given him for his 
birthday. 

* * * 

In the past, the use of the unicorn as a laboratory 
animal was limited by its great ferocity. Under the 
Cruelty to Animals Act, 1876, there is no provision for 
unicorns, so that the intending research-worker may run 
into administrative difficulties at the Home Office. A 
classical technique, however,.exists for taming it’: a 


1. Graves, R. (1952) The White Goddess. London; p, 254. 


IN ENGLAND NOW 


[sepr. 17, 1955 613 








unicorn will become docile in the presence of a young 
virgin and lay its head gently in her lap. The method 
may have a useful diagnostic medicolegal application, 
though difficulties can be foreseen when the result is 
negative. Besides, our outpatient sister rarely takes 
kindly to new ideas—‘‘ I will not have a unicorn in my 
outpatients.” 

We had never actually seen a unicorn ourselves until 
last week, when the morris dancers came to our suburb. 
Twenty lusty yeomen pranced and jingled to accordion 
and fiddle ; and there, kicking high to the music, was a 
unicorn. An atypical, two-legged specimen, true, but 
ferocious; it snapped and snarled menacingly at a 
worrying mob of excited small boys. Suddenly, one of 
them pointed a snub-nosed bright red object and the 
unicorn shrank back. From a careful study of the 
literature * we can vouch that the bright red object was 
an atomic space-blaster. 

Clearly the day of the virgin is ended, and the title of 
our first paper will be, ‘‘The Biological Effects of Radiation 
on the Unicorn.” 

* *- + 

I had many requests from my flock to see my Bisset- 
Hawkins medal. One woman said, ‘‘ Aye, George got 
one for darts.” I asked to see it. ‘‘ Ye can’t,” she said, 
** he has it on his watch-chain.”’ 

* * * 


There is scope for a great deal of rationalisation in this 
matter of places and jobs. ‘“ Good Heavens !’’ say your 
friends, ‘‘ but you can’t possibly be thinking of applying 
for a job in West Bromwich, surely !’’ But yes, indeed : 
you have bought a map and discovered how near you 
would be to the Welsh marches—a lovely countryside 
that you have always wanted to explore; you have 
recollected that Aunt Dora lives in Wolverhampton ; 
and you have even managed to discover a guide-book 
that quotes-Birmingham as being a good shopping centre. 
The schools are said to be excellent, and it will be pleasant 
to be able to see county cricket again. 

You spend the morning before the interview wandering 
round the town. You have been told of the strength of the 
local candidate, but it is only after you have examined 
the art gallery that you begin to doubtful about 
the whole thing. You are still, nevertheless, in that 
curious state of ambivalence when you would be prepared 
either to condemn the att gallery outright or to praise 
it as the best you have seen—without, of course, letting 
on that that means the best of three. 

Even a day containing an interview comes to an end : 
and, with a sigh of relief, you find yourself on your way 
home. Now comes the moment of real insight. What, 
after all, you now realise, has Aunt Dora meant to you 
in the last few years except a Christmas card? And is 
there, to be honest, ever time to watch county cricket, 
anyway ? Furthermore—and it occurs to you suddenly 
that you are rather @ genius in these matters—you have 
cleverly left yourself completely free to apply, when the 
time comes, for that delightful vacancy in Devon, or 
wherever else it is that you have set your heart on ending 
your days. 

* * * 

I have just gone back to work at my teaching hospital, 
and I find the students younger than they were in my day. 
But then our chiefs used to tell us that we were younger 
than they were in their day. And their chiefs used to tell 
them ...and so on. Obviously Methuselah had nothing 
on the original student body. 

Teaching induces in me a mental ambivalence. If the 
firm’s bright boy asks me a question just as the round 
ends, I find myself thinking how I would have loathed 
him in my clerking days. But if the collective catatonic 
stupor comes to an end and they stream off to coffee 
without a query, then I reflect bitterly how my pearls 
have been wasted on such idle oafs. 

* * * 

News from the breakfast table 

Jane (aged 13): ‘I had a terrible dream last night; I 
dreamt I stabbed Miss Smith, our French mistress, in the 
back with a knife.” 

Hugh (aged 9): ‘‘ Oh Jane, what super dreams you do have; 
I wish mine were like that, they are always so dull.” 





2. Dare, D., et al. (1955) Hagle,6, no.5,p.1. » 
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Letters to the Editor 


PROFESSIONAL RESPONSIBILITY 


Srr,—It would appear that it is now customary for 
some hospital management committees to issue books of 
rules for resident medical staff. Prospective residents are 
asked to sign a statement agreeing to abide by them. The 
following are examples from the book of rules given to 
me at a hospital where I was offered a post recently : 

‘“‘(a) When a patient who has attempted to commit suicide 
is admitted, the house officer must notify the police immedi- 
ately.” 

**(b) Resident officers shall give general anzsthetics when 
required, but they shall not use chloroform or undertake 
spinal anzsthesia.”’ 


Whilst agreeing that administrative instructions are 
necessary for the smooth running of any large institution, 
it is wholly undesirable that these should extend into the 
clinical field. Furthermore, this set of rules shows no 
visible evidence of clinical authorship but presumably 
has the authority of the hospital management committee. 

With regard to the first example, it is doubtful whether 
the doctor should be used as another arm of the law or 
that his patients should regard him as such. On the 
contrary, it is important that these patients should seek 
advice in the secure knowledge that they are not going 
to be reported. If these rules were framed by medical 
men, then the authors are coercing their colleagues into 
unethical conduct. 

I am aware of recent medicolegal events which prompt 
hospital management committees to protect themselves 
against the vicarious liabilities of an employer, but to 
frame rules of conduct for clinical practice in order to 
reduce financial liability in the event of litigation can only 
do harm to the profession and thereby to the public. 

A study of recent trends would seem to indicate that 
in cases where damages are awarded the tendency is for 
the doctor and the hospital management committee to 
be equally liable. Equal liability would indicate equal 
responsibility. With this logical development in mind it 
would appear reasonable for the hospital management 
committee to have some detailed clinical control over the 
acts of its employees. Hitherto, hospitals have limited 
themselves to engaging suitable staff, and have allowed 


‘them, once appointed, to get on with the job. Although 


perhaps logical, this latest trend of events is altogether 
undesirable, from the point of view both of the profession 
and of the public. An Act of Parliament is required to 
alter the law, thereby making fully registered practitioners 
fully responsible for all their actions. The cost of litiga- 
tion would then be borne entirely by the profession. The 
defence societies may find it financially satisfactory to 
share a liability ; but their interests should go deeper 
than this, for only when a doctor is completely liable can 
he be wholly responsible. Only when he is wholly respon- 
sible can he be sure of freedom from direction and of free- 
dom to exercise his clinical judgment to the best interests 
of all concerned. If the proposed new onus of responsi- 
bility resulted in an increase of the annual subscription- 
rates of the defence societies then this would be a small 
price to pay for clinical freedom. 

Meanwhile, all practitioners should hesitate before 
signing statements agreeing to abide by clinical rules, 
and, if compelled to do so, should seek skilled advice 
immediately. 


Andover, Hampshire. PETER H. SHERWOOD. 


THE ACTION OF INSULIN 
Sir,—I have read with interest your leading article 
on this subject (July 30), and especially the mention of 
the theory that one action of insulin is to affect cell 
permeability to sugars. 


LETTERS TO THE EDITOR 


{[sepr. 17, 1955 


H. D. Kay and I many years ago produced evidence ! 
that the rabbit’s corpuscle became more permeable 
to glucose when insulin was administered, but we also 
found that this action was shared with “ inactivated ”’ 
insulin and peptone, and thus considered the effect 
to be not a specific insulin action. I wonder how many 
of the workers reporting this permeability action of 
insulin have done controls with inactivated insulin. 

Dental Research Unit, 


University of the Witwatersrand, 


Johannesburg. J. T. Irvine. 


COMMONWEALTH PROSPECTS 


Srr,—In your editorial of Aug. 27 you mention that, 
owing to the large number of students in the medical 
schools of Australia, there is a serious danger that there 
may soon be more doctors than the population of the 
Commonwealth can support. 

On a recent tour sponsored by the Australian Post- 
graduate Federation in Medicine, I was able to see 
something of medical practice in Brisbane, Adelatde, 
Sydney, Melbourne, and Tasmania, and I was repeatedly 
told that neither is there a surplus of doctors for general 
practice at the present time nor is there likely to be a 
surplus for several years to come. Indeed, the officers 
of the Victorian branch of the British Medical Association 
went to considerable trouble to tell me of the ample 
opportunities that still exist throughout Victoria, and 
put me in touch with a number of young general practi- 
tioners who have recently acquired country practices. 
I interviewed some of them and they told me that they 
had had very little difficulty in finding these practices, 
while the necessary finance was relatively easy to obtain. 
Their earnings seem to be fantastically high ; one, who 
cannot have been very much over 30 years of age and 
was in practice in a large village, admitted that his gross 
takings were as much as £12,000 a year; while another 
of about the same age and experience was making 
£6000—7000 a year in a village about twenty miles away. 
I have reason to believe that these examples are by no 
means unusual. 

Another indication that the country is not yet over- 
doctored is the difficulty experienced in obtaining resi- 
dents for hospital posts in many parts of the country and 
the virtual impossibility of obtaining locums for prac- 
tices—which seems to be the general experience through- 
out New South Wales, Victoria, and Tasmania. 

In regard to specialist practice, opportunities 
undoubtedly vary with the locality and the specialty 
concerned, but in general there would seem to be an 
adequate supply of physicians, surgeons, and other 
specialists in most parts of the country. Nevertheless, I 
was told that in Tasmania there is only one ophthalmolo- 
gist and one ear, nose, and throat surgeon for the whole 
of this very large island, with two fair-sized towns over 
100 miles apart. 

Undoubtedly the most numerous opportunities are to 
be found in laboratory medicine, and everywhere I went 
I was asked to recommend pathologists, bacteriologists, 
hxematologists, and chemical pathologists in Britain who 
might wish to take up the many posts waiting to be 
filled. These posts are hospital appointments and 
private practice is not allowed. The salaries are fixed 
by the State governments concerned. But, unfortu- 
nately, when one takes the cost of living into con- 
sideration, the salaries offered are quite inadequate ; 
indeed they are well below those paid for comparable 
work and responsibilities in this country. To make 
matters worse, only a few of the posts carry any form of 
superannuation or pension. 

Thus, although I cannot recommend Australia as a 
suitable country for emigrants who wish to work in 








1. J Physiol. 1926, 61, 113. 
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clinical laboratories, I have no 0 doubt that there are many 
more excellent opportunities in clinical medicine than 
your editorial would suggest. 
Department of Bacteriology, 


St. Thomas’s Hospital Medical School, 


N » ° 
London, 8.E.1. RonaLp HaRE 


ROYAL COLLEGE OF MIDWIVES 


Srmr,—May I call attention to the appeal that is being 
made to the Nation on behalf of the Royal College of 
Midwives. 


Briefly the facts are that present accommodation is quite 
inadequate for the purposes and needs of the college. Accord- 
ingly a very suitable corner site has been secured at 15, Mans- 
field Street, London, W.1, on which to erect an appropriate 
building. It is calculated that to acquire the site, to erect the 
building, and to maintain it on completion, £150,000 is required. 
It is therefore hoped to raise this sum in the course of the 
appeal. 

Apart from the many and increasing services contributed 
to British midwifery, the Royal College also serves world 
midwifery and undertakes the secretariat of the International 
Confederation of Midwives. A number of your readers will 
recall the first World Congress of Midwives which was held in 
London last year and was sponsored, organised, and financed 
by members of the Royal College and attended by repre- 
sentatives of 47 countries. 

No doubt many of your readers will have a kindly sympathy 
for the good shape of the college and indeed many will have 
personal contacts with its officers and offices, and may well 
feel disposed to support the appeal by sending a cheque 
made payable to the “ Royal College of Midwives Building 
Appeal,”’ at 57, Lower Belgrave Street, London, 8.W.1. 

Midwife members of the many branches of the college 
throughout the United Kingdom will in various ways be taking 
steps to raise funds for the benefit of the appeal, and the help 
and encouragement of your readers by coéperation with their 
efforts would be most valuable and warmly appreciated. 

Royal College of Midwives, C.S. B. WENTWORTH-STANLEY 


57, Lower Belgrave Street, Chairman, Appeal and Building 
London, 8.W.1. Committee. 


TONSILLECTOMY WITHOUT TEARS 


Sir,—Last week’s letter from Dr. Robertshaw prompts 
me to describe experience of rather more than 1000 cases 
in the years 1951-54: 

As regards premedication, all the children were given 
‘Nembutal’ by mouth according to a rule-of-thumb method 
of dose-for-age. The results were assessed three or four weeks 
after the operation by asking parents the following questions : 
(1) Does the child remember induction? (This was ethyl 
chloride on a mask in all cases.) (2) If it does, was there 
any sign of nervous upset or fright on return home ? (3) If 
so, do you think any nervous upset remains ? 

These questions were put to the parents of 389 consecutive 
and unselected children. The replies showed that of children 
aged 8 years or less, 86% had no mefnory of induction, 96% 
were not noticeably upset on return home on the third day, 
and 0:4% were said by their parents to show nervous dis- 
turbance a few weeks later. In children over 9 years the 
results were bad, 40% remembering the induction. Of 50 
consecutive children operated on in nursing-homes, not 1 
had any recollection of any part of the proceedings -after 
swallowing the nembutal, mainly, I think, because in these 
circumstances induction was always carried out in bed. 

It therefore seems to me impossible to agree that the 
use of oral barbiturate is ineffective, and personally I 
have never seen any disadvantage offsetting the benefit 
from it. Admittedly the majority of the children require 
a postoperative injection of ‘ Nepenthe ’ or other sedative, 
but the ward staffs (and the children) regard this as 
most helpful in getting through the first few uncomfort- 
able hours. I do not think there can be any question 
but that in young children oral premedication is preferable 
to any form of injection, and that this applies with 
equal force to induction. As a result of this survey, 
however, I have now abandoned this method in children 
over the age of 8, and use preliminary ‘ Omnopon’ and 
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" goepolamine followed ‘by thiopentone. But perhaps the 
methylpentynol - hyoscine mixture suggested by Dr. 
Gusterson ' may be an improvement on the former. 

As to maintenance of anesthesia, I confess I find it 
difficult to understand the justification for endotracheal 
technique in these children. Apart from the risk of 
trauma to teeth or larynx, either deeper anesthesia or 
the addition of an unnecessary relaxant is required to 
insert the tube, not to mention the waste of time; and 
the advantage of greater control of the airway appears 
to me only theoretical. 

May I finally offer myself as a target by saying that 
the thousand children under review, several thousands 
before them, and I fully expect more thousands to come, 
were and will be kept anesthetised, after induction, with 
chloroform? After twenty years of managing these 
cases, I find no other drug so satisfactory. And in my 
experience the administration of no other drug is so free 
from anxiety as that of chloroform rightly used. 


Windsor. DovuGLas BELFRAGE. 


POLISHED FLOORS 


Sir,—In certain hospitals occupational therapy takes 
an exceedingly dangerous form—the excessive polishing 
of ward floors. I speak from personal experience, having 
fractured two ribs from this cause.- Each morning the 
polishing process was pursued vigorously, an electric 
machine being brought into play; the bathroom was 
the only place where one could walk in safety. It is 
hard to understand why this dangerous practice is 
allowed. 


Twyford, 
near Winchester. Cc. B. L 


SEPARATION EXPERIENCES AND MENTAL 
HEALTH 


Srr,—The subject of the article by Dr. Howells and 
Miss Layng (Aug. 6) is of considerable topical importance 
—not to mention controversy. 

‘* Separation anxiety’’ as the basis of subsequent 
neurotic ill health is by no means a new theme in analytic 
psychiatry, though its historical origins have been some- 
what obscured by the hullabaloo of its rediscovery 
during and just after the late war. 


It will be found in the teaching of a school of psychiatrists 
working at the Tavistock Clinic between the wars, of whom 
Hadfield,? Suttie,* and Dicks * were outstanding exponents. 
As used by them, the term was but a convenient expression 
to denote the feelings of anxiety engendered in the young 
child when normal protective contact with the mother was 
interfered with for any reason. It did not necessarily imply 
gross and complete physical separation of mother and child 
but could be brought about by various forms of psychological 
rejection (= separation). For instance, Hadfield repeatedly 
refers to ‘fear of loss of love ”’ as a source of neurotic conflict. 
It is only since our experiences with evacuated children 
during the war that physical separation of mother and child 
as a source of anxiety has come into such prominence. 


. HaSLEwoop. 


In this connection there is much confusion of thought. 
It is not the externals of the situation that matter, but 
the internal repercussions in the child. The key to the 
situation, not to be lost sight of, lies in the child’s feelings 
in response to the separation. Let me quote: 


‘* Tt is now generally accepted that the deepest psychological 
need of the young child in its early years is for an inner 
emotional security such as can only be maintained in the 
presence of steady and persistent parental protection and 
affection. . . . Where it is lacking or more accurately where 
the child feels it to be lacking there may follow ... a whole 
series of psychopathological reactions.” § 


1. Gusterson, F. R. Lancet, 1955, i, 940. 

2. mg J. A. Psychology and Mental Health. a 1950. 
3. Suttie, I. Origins of Love and Hate. London, 1935. 

4. Dicks, H. V. Clinical Studies in Psychopathology. Tentec, 1939. 
5. Edelston, H. Earliest Stages of Delinquency. Edinburgh, 1052 
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I would repeat the phrase ‘‘ where the child feels it to 
be lacking,”’ for such feelings vary enormously between 
one child and another under similar external circumstances 
of separation from the mother. It is my impression from 
many years of clinical experience that individual varia- 
tions with regard to emotional security are much more 
important in the genesis of subsequent mental ill health 
than the exact details of the separation. None the less 
I cannot accept your contributors’ easy dismissal of the 
traumatic effects of the separation and all its attendant 
circumstances—especially in the early years. I am quite 
sure that this must be taken much more seriously. 

[ was particularly surprised at the statement “‘ It is 
uncommon in clinical practice to be able to relate the 
onset of a neurotic disturbance to a separation experience.”’ 
Indeed my experience is precisely to the contrary ; 
more times than I care to contemplate do I find children’s 
neuroses touched off by separation from home—for 
example, by removal to hospital. I would agree that 
in such cases one often finds an insecure or conflicted 
child to begin with, but always the child was made much 
worse by the hospitalisation or other removal from home, 
which event finally served to precipitate the symptoms. 
Indeed I have come to look upon an adverse reaction to 
separation (a) as a sign of a neurotic child, (b) as a 
contributory cause of further neurotic development. 
It is my teaching that one’s handling of such children 
after their traumatic separation is of paramount interest 
in preventive child psychiatry. ¢® 

I do not agree that ‘ It is generally considered that a 
history of separation is common in disturbed children.” 

I maintain rather that a history of emotional disturb- 
ance is common in separated children. Here Bowlby? 
is on very safe ground in that he shows the common 
association of deprivation and separation. True ‘‘ Separa- 
tion is not synonymous with deprivation’’; but the 
two often go together, especially in the mind of the child. 
It is in fact the child’s misinterpretation of the separation 
situation, which cannot at this early age and in his state of 
emotional insecurity be explained to him, which causes 
all the havoc. Here lie the foundations of subsequent 
neurotic disturbances which can easily be seen at work 
in the clinically recognisable insecure children of child- 
guidance practice. It is not the separation that does 
the long-term damage but the repressions and other 
defence mechanisms set up against its anxieties that 


‘ lead to neurosis and other personality distortions. 


From the point of view of preventive psychiatry, 
our aim must be to counter the separation anxieties as 
and when they occur, so as to anticipate and forestall 
the formation of pathological defence mechanisms. 
Of course, better still would be to avoid separations, but 
this is an advice of perfection. Nor is it necessary in 
every case, for as Dr. Howells and Miss Layng show, 
and jn accordance with common experience, not all 
separations are traumatic and most leave no sequelx. 

Even so one should not take the risk of separation 
lightly, any more than, say, an exposure to tuberculosis 
because only a small proportion are likely to be infected. 
The parallel can be taken further. It is for the public- 
health administrator to take adequate precautions for 
all, which should be more rigorous where there is a 
suggestion of susceptibility. In the same way the public 
mental-health administrator has to see that the best 
conditions are available for maternal care for all children. 
In addition, where there is reason to suspect increased 
susceptibility to separation (i.e., the insecure child) 
the safeguards must be increased accordingly. 

The last word in any particular case lies with the 
clinical psychiatrist, for only he is able to take into 
account the many elements that vary between one case 
and another. The danger of statistical analyses is over- 


6. Edelston, H. Separation “Anxiety in Young Children: A Study 
of Hospital Cases. Genet. Monogr. 1943, 





28, i. 
7. Bowlby, J. Maternal Care and Mental Health. Geneva, 1951. 
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simplification. It is in ‘ana the wide publicity given to 
the findings of Bowlby and others that has given rise 
to the exaggerated fear of separation in some quarters. 
The opposite extreme view, taken by Dr. Howells, 
that the separation hardly matters, is also only a part- 
truth. There are significant references in the article to 
‘‘a small number of cases of long duration’’ in the 
neurotic group. It may be that the numbers of serious 
neurotic casualties are small, but the effects can be serious 
and persistent. It is, I take it, our function as psychia- 
trists to be alert and skilful enough to pick out those 
cases where separation is seriously harmful from the 
greater majority where the child is either hardly affected 
or can be put right simply and without difficulty. 


Leeds. H. EpDELsTON. 


DEATHS DUE TO SMOG 


Srr,—In his Ernestine Henry lecture (Lancet, Sept. 3) 
Dr. Kenneth Perry says that “in the week following 
the dense fog of Dec. 8, 1952, deaths in London in excess 
of those usual for the time of year were more numerous 
than those caused by the Great Plague in 1668.’’ Deaths 
attributable to smog numbered, I believe, 4000, out of 
a population of 8,000,000. Deaths due to the Great 
Plague (which occurred in 1665, not 1668) were estimated 
at 97,000, out of a population of about 400,000. The 
climax was reached in the third week in September when, 
according to Nathaniel Hodges, a close observer, deaths 
numbered 12,000. We shall soon be asked to believe 
that the present outbreaks of poliomyelitis are worse 
than the Black Death. 


Chesham, Bucks. FFRANGCON ROBERTS. 


ADULT IMBECILES 


Sir,—We were interested in the article by Dr. Clarke 
and Mr. Hermelin (Aug. 13) on the abilities and train- 
ability of adult imbeciles. Following a report by Gordon 
et al.! we undertook a study to determine the response 
of imbeciles to different incentive conditions, with a 
view to applying its findings to the training and possible 
employment of low-grade defectives attending occupation 
centres in Liverpool. 

48 defective-imbeciles were studied. Each subject was 
individually given the leg persistence test 1. He was 
seated and told to keep his leg a few inches above the 
seat of a chair opposite to him. The score was the 
number of seconds he held his leg in this position without 
touching the chair. On the basis of the scores from ‘the 
first trial the subjects were divided into four matched 
groups and asked to perform under different motivating 
conditions. Four incentive conditions were used. 

1. Control.—The subject was told to keep his leg above the 
chair as long as he was able. No encouragement or further 
comment was given by the examiner. 

2. Goal.—The defective was able to follow his progress by 
watching a pointer recording his persistence. Another pointer 
showed his level of achievement on the previous trial. As 
under control conditions, no encouragement or comment was 
made by the examiner. 

3. Competition.—This group watched each other’s progress, 
knowing their own results and those of the other subjects in 
the group. As in (2) the “ pointer’’ was used 

4. Personal encouragement.—This involved continued per- 
sonal contact and praise of the subject by the examiner during 
each experimental trial. 


The experiment continued at the rate of one trial per 
day over a further twenty trials. Except for some 
unavoidable delays each of the four groups were tested 
on the same day for the equivalent trial number. 

In the early stages of the experiment the “ encourage- 
ment’ group made very rapid progress, significantly 
greater than that of the Temaining groups. This 


1. Cyste, 5. O’Connor, N } , Tizard, J. Brit. J. Psychol. 1954, 
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superiority was maintained for ten trials, after which the 

‘ competition ’’ and “‘ goal’’ groups did equally as well. 
After the tenth trial these three groups all showed a 
decline in persistence. This decline continued until the 
end of the experiment. Their level, at the end, was 
significantly superior to the control group. 

The control group with no incentives showed a 
deterioration in performance from the second trial. This 
was maintained, with minor irregularities, until the final 
trial. An analysis of variancé, calculated for the signifi- 
cance of the difference between method means, showed 
the superiority of incentive to control conditions. 

The results of the study appear to suggest : 

** Social approval” is important in the improvement of 
the performance of imbeciles. In this our study agrees with 
that by O’Connor and Claridge.* 

2. The performance of low-grade defectives, even under 
incentive conditions, does deteriorate if the task is sufficiently 
tedious and devoid of interest. This deterioration takes place 
much earlier if little or no attention is paid to the imbecile. 
Such facts as these argue very strongly against the views of 
Tredgold* and Lewis‘ (cited by Clarke and Hermelin). 
Towards the end of the experiment all of the subjects were 
complaining that they were tired and bored with the experi- 
mont. 


The work of Tizard * is consistent with this finding. 
He showed that adolescent mental defectives, employed 
in a sheltered workshop doing simple subcontractual 
work for two firms, were affected according to the type 
of supervision—*“ strict,’ ‘friendly,’ and ‘‘ laissez- 
faire’? (neither praise nor blame given—the nurse 
remained aloof and uninterested). The scores under this 
last condition contrasted very unfavourably with those 
under the other two. 

It appears, from the results of our study and those of 
Gordon et al.,) O’Connor and Claridge,? and Tizard, 
that defectives do respond in an essentially normal way 
to incentives (cf. Mace *). Contrary to usual clinical 
opinion it appears also wrong to assume that defectives, 
because of low intelligence, can be left to do simple, 
uninspirifig, routine tasks similar to those suggested by 
Tredgold* and Lewis,‘ for we have seen that under 
similar conditions to these they lose interest and their 
performance deteriorates. 

Finally the excellent pioneer work of Clarke and others 
suggests that not only will our views on the supervision 
and training of mental defectives have to be reconsidered 
but ‘‘ face-value ’’ impressions of the abilities of defectives 
will need to give rise to carefully controlled experiments 
to determine how best their abilities can be employed 
to the advantage both of the subjects themselves and 
of the community. 


Our thanks are due to Prof. A. B. Semple, medical officer 
of health for Liverpool, for permission to conduct this 
investigation. 

Departments of Clinical Psychology, 

Rainhill and Winwick Hospitals. D. WALTON. 


Public Health Department, 
Liverpest. T. L. Brae. 


PSYCHIATRIC EVIDENCE IN COURT , 


Str,—Many of us will agree with the sentiments 
expressed by Dr. Stungo in his letter last week. 

I have given expert evidence on four occasions. The 
first three times found me ignorant, fearful, defeatist, 
and weak, certain only that I would not be able to help 
the court at all with my evidence. On the contrary. 


2. O'Connor, N., 
7, part 1 

3. Tredgold, A. F. A Textbook of Mental Deficiency. London, 
1952. 


Claridge, G. S. Quart. J. exp. Psychol. 1955, 


4. Lewis, E. O. Report of the Moses Deficiency Committee ; 
part 4. H.M. Stationery Office, 1929. 

5. Tizard, J. Amer. J. ment. Defic. i968. 58, no. 1. 

6. Mace, C. A. Incentives: Some Experimental Studies. Medical 
Research Council. Industrial Health came Board, report 
no. 72. H.M. Stationery Office, 1935 
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Everybody was charming ; I was listened to with great 
attention ; and in each case our side won the day. On 
the fourth occasion I was certain of the facts. I strode 
into the court confident, strong, positive, and assured of 
victory. I was to save a murderer from being hanged, 
for I knew he was a psychotic. The learned judge was 
cold and distant ; the opposing counsel was very rude ; 
and the psychotic was duly hanged—though not before 
he had given a cheer and a boxer’s salute to the judge’s 
pronouncement of the death sentence. 


Let Dr. Stungo and me console ourselves with the 
words of Sophocles: ‘‘ There is a point at which even 
Justice is unjust.”’ 

London, W.1. GORDON AMBROSE. 


ILIO-INGUINAL BLOCK DISSECTION 


Smr,—Mr. Lee (Sept. 10) seems to have solved a 
problem which has defeated surgeons for years, and it 
may be that his are the first published photographs of 
primary healing after radical dissection of the groin. 
In my limited experience these wounds always take 
six to eight weeks to heal, but I was surprised to read 
that permanence of the inevitable lymphedema was 
common. In_the relatively few cases I have followed 
up, ~&, has always disappeared PEN after a few 
mont. 


Mr. Lee states that ‘‘ The chief cause of delayed healing 
is sloughing of the skin . because it has to be very 
thinly dissected from the underlying fat and nodes.”’ 
I wonder if this is so. Is not the explanation to be 
found in the vascular arrangement of the part ? 

Comparison with radical mastectomy is irresistible, 
and here, although the flaps are equally thin and very 
much larger, one can expect primary healing in a high 
proportion of cases. Is it not significant that the vessels 
of the breast thrust into it from the periphery of the 
gland, whereas in the groin they are arranged like the 
spokes of a wheel with its hub at the saphenous opening ¢ 
An adequate dissection must inevitably and completely 
devascularise that area,of skin which, until now, has 
sloughed with such unfailing regularity. 

South Mimms, Herts. 


THE DEATH PENALTY 


Srr,—In all the lengthy correspondence on the death 
penalty, I have not seen one letter which faces the real 
problem involved. Surely by the time one has been 
convicted of murder, the time for prevention or punish- 
ment has passed and need not be considered. It is now 
the question of the disposal of an individual, who by his 
own act (and this may apply to other forms of crime) 
has cut himself from his fellows. His crime may be 
expiated or forgiven, but it cannot be forgotten in a 
modern community. Transportation appears to have 
been of real value in rehabilitating such people in another 
age ; but this is out of the question now, unless perhaps 
space travel offers a possibility. Our only alternative is 
long-term imprisonment. Can we be justified in sterilising 
a fellow creature physically and mentally for the rest of 
his life? Can we be justified in employing large numbers 
of our fellow: creatures in the degrading occupation of 
warding the prison population ? 

That some silly people are mistakenly distressed over a 
humane death is no excuse for widespread and prolonged 
inhumanity to man. 


Shirley, 
near Birmingham 


V. J. Downie. 


W. Brian Govuau. 


Sir,—The majority of your correspondents seem very 
emphatic in their repudiation of capital punishment. 

I am wondering whether they are all equally persuaded 
about the criminality in every circumstance of artificially 
induced abortion. The murderer standing condemned 
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by the courts has at least been found guilty on cireum- 
stantial evidence of the wilful destruction of the life 
of another human person ; whereas the operative word 
‘** wilful’? can never apply to the unborn, nor can its 
potential aggression amount at most to more than a 
threat. I believe that some people shirk this dilemma 
by refusing to regard the embryo as a separate entity ; 
but if it is not from the moment of conception a human 
being in its own right, to what category of creature does 
it, in their opinion, belong ? 


Health Department, 


Darlington. JosEPH V. WALKER. 


Sir,—May I ask two simple questions? Is there one 
of us who would not rather beg his bread than earn his 
living as a public executioner? Have we any right to 
employ a man to do what we would in no circumstances 
do ourselves ? 


Buxton, Derbyshire. F. A. BEARN. 


RUPTURE OF THE STOMACH COMPLICATING 
GASTRIC HZ MORRHAGE 


Smr,—We have read with great interest the article by 
Mr. Bolt and Dr. Hennessy (Sept. 3) reporting two cases 
of rupture of the stomach complicating gastric heenior- 
rhage. A question that occurred to us is whether a Ryle 
tube was passed in either of these cases in an endeavour 
to evacuate the gastric contents. In our experience 
most of the blood can be evacuated by means of a Ryle 
tube, and any remaining clot is not of sufficient size to 
over-distend the stomach. We would suggest, there- 
fore, that gastric rupture is unlikely to occur in 
these cases provided efficient gastric aspiration is 
instituted. 


Fulham Hospital, 
London, W.6. 


T. W. MILLIKEN 
R. D. Sirs. 


REHABILITATION OF PSYCHIATRIC INPATIENTS 
AS EMPLOYEES IN A UNIT OF THE SAME 
HOSPITAL GROUP 

Sir,—Usually the rehabilitation of psychiatric cases 
does not present any difficulty: a home with sympa- 
thetic relatives or friends awaits the patient, and his 
job has been kept open for him. Sometimes, however, the 
situation is very different. His home and relatives are 
far away, or he has neither relatives nor friends who can 
help ; the previous lodgings are no longer available, and 
his post has been filled while he was in hospital. In such 
cases Mrs. K. Wade, the social worker at Park Prewett 
Hospital, has for some years been in the habit of placing 
the patient in employment locally whilst he continues to 
reside in the hospital for a trial period of a month or 
two. If all goes well, lodgings are then arranged for him. 
This plan has the advantage of testing and encouraging 
reliability and confidence in borderline cases. In accord- 
ance with Ministry regulations, the patient returns part 
of his wages to the hospital so long as he remains in 
residence. 

A particularly difficult type of case is the one where 
recovery is not perfect, or there is a possibility of relapse, 
and where the patient’s previous experience and inclina- 


tion suggests that he or she should do hospital work 
—as a domestic, an orderly, or a nurse. Though the 
psychiatrist should be the last to be prejudiced against 
such a patient—in fact he should set an example of 
confidence to others—it is obviously not politic to make 
an employee out of an ex-patient in the same hospital ; 
and other hospitals are seldom eager to take on workers 
whom they may regard as bad risks. 


At Park Prewett this particular problem has been 
solved by the existence of a unit, some 17 miles distant, 
belonging to the same hospital group, where this kind of 
patient can be given the opportunity of rehabilitation 
while remaining under the care of the same psychiatrist. 
Of the ten patients thus placed (see accompanying table) 
only one has relapsed, and I hope that our favourable 
experience will encourage other hospital groups to use 
similar facilities in the same way. 


I. ATKIN 


Park Prewett Hospital, 
Physician-Superintendent. 


Basingstoke, Hampshire. 


ORAL IRON COMPOUNDS 4 


Srr,—In their excellent article of Sept. 3, Dr. O’Sullivan 
and his colleagues refer to our report on Iron-deficiency 
Anemia in Pregnancy.’ They state: ‘‘ Here again, the 
fundamental mistake is made of saying that the dosage 
is the same, whereas in fact what is meant is that the 
number of tablets taken is the same.” 


We wish to point out that it is obvious from our data 
that the amounts of available iron differed in two of the 
preparations used. However, it was our intention to 
compare the therapeutic efficacy of three commonly 
used proprietary preparations of iron as they are generally 
prescribed (i.e., as tablets, not as amounts of available 
iron). This method does not alter our conclusions that 
ferrous gluconate is better tolerated by pregnant women 
than ferrous sulphate, and that there is little difference in 
the hematological response to these preparations in the 
dosages used. 

P. B. B. GaTENBY 
Dublin. E. W. Liu. 

Srr,—When Dr. O’Sullivan and his colleagues com- 
pared the efficacy of four iron salts in the treatment 
of hypochromic anemia, the daily dosage used was 
210 mg. of metallic iron. Ferrous succinate was 
stated to produce intolerance in 4% of the cases 
treated. . 

I have reported * on a clinical trial comprising 150 
patients suffering from diverse iron-deficiency states 
which were treated with ferrous succinate (‘ Ferromyn °) 
that the average minimal daily effective dose was 105 mg. 
This produced the same percentage hemoglobin rise 
as was reported by these workers. It can be assumed, 
therefore, that as the number of patients suffering from 
gastro-intestinal disturbances is directly proportional 
to the concentration of the iron salt released in the upper 
part of the gut, this complication would have been 





“1. Gatenby, P. B. B., Lillie, E. W. Eancet, 1955, i, 740. 
2. Gillhespy, R. O. Med. illus. 1955, 9, 147. 
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. | Ageon | - Period in hospital ‘ 
No. | discharge Status | (continuous) Diagnosis occupation Post at hospital follow-up 
1 52 Certified 9 yr. 6 mos. Melancholia Housewife Domestic 2 yr. 
2 28 Voluntary | 1 yr. 8 mos. Recurrent mania Housewife Nursing assistant 5 mos. 
3 38 | Voluntary , 2 mos. Recurrent depression 8.R.N. Nurse 1 yr. 
4 30 Certified 2 yr. 1 mo Paranoid schizophrenia Housewife Nursing ass’stant | 9 mos. 
5 26 Certified 9 yr. 1 mo. Schizophrenia Domestic Nursing assistant 9 mos. 
6 34 Certified 12 yr. 1 mo. Schizophrenia Housewife Nursing assistant 7 mos. 
7 48 Voluntary 4 mos. Hysteria S.R.N. Nurse 9 mos. 
8 37 | Voluntary 2 mos. Schizoid personality 8.R.N. Nurse 3 mos. 
9 52 | Voluntary | 2 mos. | Schizoid personality V.A.D. Nursing assistant {| 4 mos. 
10 36 Voluntary | 2 mos. | Schizophrenia Domestic Domestic | 4 mos. 








Of these patients, nos. 4, 6, and 8 left after a while to obtain other posts. Patient no. 10 relapsed after 2 months and was readmitted as 
&@ patient to the main hospital. 
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reduced to a minimum with the emailer dose (as I found). 
Furthermore, their calculated cost of 11s. 6d. for a thirty- 
day period of treatment would have been halved. 
a —— R. 0. GILLHEsPyY. 
TRAINING THE DISTRICT NURSE 


Srr,—I read with astonishment, in your leading 
article last week, the suggestion that care of the elderly 
sick does not come the way of most general-trained 
nurses, 

I am the sister of the women’s medical ward at the 
Royal Sussex County Hospital, Brighton. A large 
proportion of our patients are elderly, showing every 
aspect of the frailties of old age. This applies to the 
surgical wards as well as the medical. I am certain the 
same is true of a vast number of hospitals over the whole 
country. 

Many of these patients stay in for many weeks or 
even months owing to our difficulty in finding any 
accommodation for them ; and this, in addition to being 
one of our major headaches, does provide experience 
of convalescence for the nurses. 

I wonder whether this idea arises from the very 
real difficulty in admitting old people to hospital, where 
the demand for beds is so much greater than the supply 
that an acute case in a young patient must, of necessity, 
come before a chronic case in an elderly patient. A large 
number of ovr emergency admissions are over 60 years 
old. 

I love my old ladies ; but how I wish someone would 
take them when they are better, so that I am not always 
having to say to an ever-hopeful house-physician : 
‘** I’m so sorry, we haven’t a hope of a bed.”’ 

Mary G. WALKER. 


A BARBITURATE ANTAGONIST 


Srmr,—I should like to contribute to the evaluation of 
‘Megimide’ (8, 8-methyl-ethyl-glutarimide) in acute 
barbiturate poisoning, and from a clinical point of view 
to shed some light on the question whether this sub- 
stance is a true antagonist to barbiturates. 

In this clinic we have since the latter half of July 
treated nine cases of acute barbiturate poisoning with 
megimide and ‘Daptazole’ (2-4-diamino-5-phenyl- 
thiazole). Two of these were serious cases, and both 
recovered. The effect of megimide and daptazole is 
illustrated by the following serious case : 

A woman, aged 32 and — 45 kg., had eighteen hours 
before admission taken 2-8 g. phenobarbitone and 5 g. 
amylobarbitone (‘Amytal’). On admission at 10 a.m. on 
July 29 she was deeply unconscious ; tendon-reflexes absent, 
corneal reflex absent, pupils fixed and unreactive ; no reaction 
to painful stimuli. Ise-rate 100 per min., blood-pressure 
100/40 mm. Hg, respirations 24 per min. 

10.30 a.m.—Blood-pressure 90/60 mm. Hg. Megimide 
50 mg. and daptazole 15 mg. were given at five-minute intervals 
in glucose drip intravenously, to a total of eighteen injections 
in a hundred and thirty-five minutes (last injection at 
12.45 p.m.). The total dose of megimide was 900 mg., of 
daptazole 270 mg. 

11 a.m.—Tendon-reflexes restored. 

11.30 a.m.—Patient opened her eyes on being called ; and 
after this there was some voluntary movement. 

1 P.a.—Vomiting. 

1.30 p.m.—Moderate regression (tendon-reflexes still present). 

1.50-2.05 p.m.—Megimide 25 mg. and daptazole 7-5 mg., 
repeated twice. 

2.10 p.m.—Awake, answered questions. 

3.15 p.m.—Moderate regression ; repetition of drugs in same 
doses five times. 

3.55 P.m.—Awake. 

4.35 p.m.—Slight regression; repetition of same doses 
ten times. 


8 p.m.—Last dose given. Remission stabilised. 


After 10.50 a.m. the blood-pressure remained stable at 
110/70-125/80 mm. Hg. The pulse-rate did not rise above 
106 per min. ; after noon it was 80-90 per min. 
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The serum nals of neshienmens Seatlinated as barbitone) 
were as follows : 


. per 100 ml. 
July 29, 10 a.m 6-1 
» 29, 8 P.M 5-2 
» 30, 9AM 43 
» 30, 8PM 3-8 
» 31, 9AM 2-8 
oo ae Caan 2-9 
Aug. 1, 9A.M 2-5 
9 A.M 


oe 
ve 


This patient with very severe intoxication became 
much better half an hour after treatment was started, 
and she seemed to be in a “ safe state ’’ after one hour’s 
treatment ; but after treatment had been discontinued 
(after two and a quarter hours) moderate regression 
occurred though the tendon-reflexes were still present. 
The safe state was soon restored by repeating treatment 
with smaller doses; after treatment had again been 
discontinued, mild re ion occurred twice, but after a 
total of 405 mg.'daptazole and 1350 mg. megimide in four 
courses over nine and a half hours the patient was 
stabilised in a safe state. We possibly could have fore- 
gone the last course of megimide and daptazole, since the 
last regression was only slight. 

From the determinations of barbiturate in the blood 
it is clear that quite a considerable amount of barbiturate 
was still present in the blood on the next morning (4:3 
mg. per 100 ml. estimated as barbitone) but the patient 
was awake and had actually for twelve hours been in a 
safe state. 

I do not consider it possible that with the usual 
treatment the coma in this case could have been obviously 
clearing within an hour after treatment had started. 

The seven cases which were not considered serious all 
reacted very quickly, and had passed into a “ safe sta 
or were awake in five to sixty minutes after treatment 
was 

Comparing this with our previous experience in about 
nine hundred cases between 1948 and July, 1955, treated 
conservatively with particular care to maintain blood- 
pressure, normal blood concentration, and adequate 
oxygen supply by means of transfusions, fluid therapy, 
and oxygen administrgtion combined with regular 
stimulation with amphetamine, we feel that the treat- 
ment of Shaw et al.’ is a very important advance. We 
are convinced that even in those of our cases that were 
not severe we should not have been able to bring the 
patients into a safe state in so very short a time, and 
we do not doubt that in the two serious cases the coma 
might without megimide have continued for forty-eight 
to seventy-two hours and the patients might have died. 

Judging by our experience in these cases we consider 
it quite improbable that the drug acts essentially as a 
central analeptic. It is true that megimide may cause 
convulsions in laboratory animals,’ and perhaps also in 
man, but only in very large doses. The prominent 
feature in all our cases has been the very rapid reversion 
of the patient’s state, as testified by the return of reflexes 
and reaction to pain, the obeying of orders, &c. 

No signs of any central analeptic effect of megimide 
and daptazole could be demonstrated in these patients ; 
the respiration-rate and pulse-rate did not increase 
(indeed the pulse-rate slowed a little), the blood-pressure 
rose only very little, there was only very moderate motor 
activity, and no sneezing occurred. This absence of the 
common signs of central stimulation, along with the 
simultaneous rapid improvement of the patients’ con. 
dition, seems to indicate that a true antagonism of 
megimide to barbiturates is a main factor. This agrees 
with the experimental evidence found by Shaw and his 
co-workers. 

I do not doubt that treatment with megimide and 
daptazole represents a radical advance in the therapy of 
acute barbiturate poisoning, whether one advocates 


1. Shaw, F. H., eg > » Me Shulman, A., Auster, R., 
Nelson, E. Nature Tend 1 1888 173, 402. @ 
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conservative treatment alone or the use of analeptics in 
addition to conservative treatment. Prolonged deep 
anesthesia (Nilsson) can be abolished, and the patient 
quickly brought into a state of light anzsthesia resembling 
therapeutic anesthesia and with the same insignificant 
risk. 
Medical School, 
University of Aarhus, 
Medical Department, 


Municipal Hospital. C. HOLTEN. 


Srr,—I wish to report the successful use of ‘ Megimide ’ 
(8, 8-methyl-ethyl-glutarimide, NP13) and ‘ Daptazole’ 
(2-4-diamino-5-phenylthiazole) in a case where the patient 
recovered completely from barbiturate poisoning after a 
phase of regression following initial recovery. 


The patient, a woman aged 48 weighing about 9 st., had 
taken gr. 9 of pentobarbitone sodium and gr. 18 of amylo- 
barbitone sodium at 7 P.M. on Aug. 1, 1955. She was sent 
to us from the casualty department of Woolwich Memorial 
Hospital, at 9.30 p.m. that day. At the Memorial Hospital 
she was given a stomach washout, and 3 ml. of picrotoxin 
intravenously. On arrival at the Brook Hospital she was 
deeply comatose, cold, and clammy, with shallow respirations 
(22 per min.); pulse-rate 72 per min., poor volume; tem- 
perature 96°F. Her pupils were constricted and reacted very 
sluggishly to light; corneal reflexes were absent. All her 
limbs were completely flaccid, and tendon reflexes were absent. 
She did not react to pinprick, nor to any form of stimulation. 
Blood-pressure 60/50 mm. Hg; heart-sounds very feeble. 
There were no abnormalities in any of the other systems. 

Soon after arrival she was given oxygen inhalation and 
nikethamide 2 ml. intravenously. There was an instantaneous 
response to this injection ; the respirations increased in depth, 
and the volume of the pulse also increased, but the improve- 
ment was short-lived. A further 4 ml. of nikethamide was 
given intravenously. 

An intravenous dextran infusion was set up at 60 drops 
per min, At 11.26 p.m. 1 ml. of daptazole (15 mg.) was 
injected into the rubber tubing of the drip immediately 
followed by 10 ml. of megimide (50 mg.). This procedure 
was repeated at three-minute intervals for eighteen minutes. 
During this time the only change in the patient’s condition 
was that she once heaved a deep sighing respiration. The 
injections were now given at five-minute intervals; but in 
giving the first three injections at five-minute intervals an 
error was made, and 2 ml. of daptazole (30 mg.) was injected 
instead of | ml., the megimide being injected in 10-ml. amounts. 
For the next twenty minutes, at three- and five-minute 
intervals, only 0-5 ml. of daptazole was given, followed by 
10 ml. of megimide. During this time the only signs of 
improvement were an increase in the volume of the pulse, 
an increase in the depth of respiration, and a rise in blood- 
pressure (90/60 at midnight). 

A few minutes after the thirteenth injection (at 12.25 a.m.) 
of megimide and daptazole (in all 750 mg. of megimide and 
332-5 mg. of daptazole, about one hour after start of treatment) 
she was seen to swallow for the first time, and she occasionally 
groaned. The pupils were large, reacting actively to light. 
All limb reflexes had returned; plantars flexor. The tone 
in the limbs was also returning ; in fact they appeared to be 
somewhat spastic. The patient withdrew her limbs when they 
were pinched, Very occasionally she moved her upper limbs 
voluntarily. Blood-pressure 100/60; pulse-rate 70 per min., 
good volume ; respirations deeper, 20 per min. Thiopentone 
was kept ready at hand to use in the event of signs of toxicity 
appearing. The injections were stopped, since quite clearly 
* the safe state ’’ had been reached. 

The drip was slowed down to 30 drops per min., physio- 
logical saline being put up when the dextran was finished, 
and the patient was cared for as one recovering from light 
anesthesia. 

At 3 a.m. her blood-pressure was 115/75, pulse-rate 72 per 
min., clinical signs as at 12.25 a.m. 

At 8.25 a.m. her blood-pressure had fallen to 90/60; she 
did not withdraw her limbs on pricking them or when they 
were pinched. The limb reflexes were still present but slug- 
gish, and the pupils still reacted to light but not so actively. 
At 8.52 a.m. the rate of the drip was increased to 60 drops 
per min,., and the injections of megimide and daptazole 
were recommenced as previously-—this time at five-minute 
intervals. After 5 of each of these injections (250 mg. of 
megimide and 75 mg. of daptazole, half an hour after the 
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start of this second course) she started to cough (for the 
first time) and yawn, move all her limbs about actively, and 
groan. Her blood-pressure started to rise again, and at 
9.45 a.m. it was 120/75. After an interval of fifteen minutes 
a further series of seven injections of both megimide (350 mg.) 
and daptazole (105 mg.) was given at five-minute intervals. 
(In all with this second course she had received 1350 mg. of 
megimide and 512-5 mg. of daptazole.) There was no evidence 
of toxicity after this second course of injections. The injec- 
tions were now stopped and the intravenous drip discontinued 
after the third pint ('/, glucose and ‘/, normal saline) of 
intravenous fluid had been infused. 

The improvement was maintained and the patient was 
rapidly recovering consciousness ; frequent spontaneous head 
movements soon began: blood-pressure 120/80; pulse-rate 
75 per min., good volume. At 6 P.M. she was conscious, 
but very drowsy. The following day she was fully conscious. 
While under treatment the patient was given injections of 
500,000 units of crystalline penicillin twice daily. 

I wish to thank Dr. R. 8. Bruce Pearson for permission 
to publish this case; Dr. Rosemary Hart for advice and 
criticism ; and Dr. Terry Coates for his able assistance. 


Brook Hospital, 
Shooters Hill, 
London, S.E.18. 


M. 8S. PERINPANAYAGAM. ~ 
TRACHEOTOMY IN ACUTE RESPIRATORY 
EMBARRASSMENT 


Srr,—I read with interest, but not without some 
apprehension, the article last week by Dr. Pitman and 
Dr. Wilson. I admire their courage. Because of the 
size of the problem ! we must be careful before embarking 
on tracheotomy in the treatment of the altered mental 
state associated with anoxia or hypercapneea in the 
emphysematous subject. 

My remarks are concerned only with the patient who 
has emphysema and who is admitted to hospital because 
of a respiratory infection. 

At necropsy it is uncommon to see the major bronchi 
blocked by sputum but common to see beads of pus 
exude from the cut surface of the lung when it is squeezed 
—pus out of range of a sucker. I have only once seen 
pulmonary collapse due to sputum blocking a major 
bronchus and that in a patient who, in addition to a 
respiratory infection, had a spontaneous pneumothorax 
in the contralateral lung. In th’s instance frappage was 
effective in relieving the obstruction. I have seen many 
patients whose clinical course parallels that of their case | 
recover rapidly from their drowsy or comatose state 
without any treatment other than that directed against 
the respiratory infection. Inhalation of an aerosol ef 
‘ Trypure’ is sometimes effective in getting rid of thick 
tenaceous sputum.2* The same can be said of the 
frequent use of a bronchodilator aerosol. 

With regard to the coma supervening on oxygen 
therapy, the sequence of events is as follows. The 
anoxic drive to respiration is relieved by the adminis- 
tration of oxygen; the minute volume of respiration 
falls; carbon dioxide accumulates in the body; and 
carbon-dioxide narcosis may result. Analysis of the 
arterial blood in these patients shows that a high pCO, 
is compatible with a normal mental state if the pH is 
normal or nearly so. Therefore, to-avoid carbon-dioxide 
narcosis or minimise its effects the oxygen must be given 
in gradually increasing concentration so that the arterial 
carbon dioxide is slowly built up and precipitous falls in 
the pH are avoided.' Once carbon-dioxide narcosis is 
established the obvious treatment is to increase the 
minute volume of respiration, which will get rid of more 
carbon dioxide at the same time permitting full oxygena- 
tion. Attention has been directed to this end, but so far 
mechanical respirators have not been entirely satis- 
1. Simpson, T. Brit. med. J. 1954, i, 297. 

2. Oswald, N. C. Lancet, 1954, ii, 1179. 
3. Simpson, T, Jbid, 1955, i, 48. 


4. Vistas, E. K., Simpson, T., Kaye, M. Quart. J. Med. 1955, 
, 155. 
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factory. Pitman and Wilson’s method is effective in this 
regard. 

Drowsiness and coma may result not only from hyper- 
capneea but also from anoxia, and a single rapid intra- 
venous injection of 6-8 ml. of nikethamide is often 
sufficient to rousé patients suffering from either of these 
complications. 

Finally, it is a matter of clinical observation that some 
patients suffering from severe emphysema who have a 
respiratory infection slip into irreversible respiratory 
failure. It would be a pity if such patients were subjected 
to tracheotomy. 

My intention is not to depreciate the work of Pitman 
and Wilson but to point out other less drastic methods of 
treatment which are often successful and to indicate 
important clinical considerations. 


Chase Farm Hospital, 


THOMAS SIMPSON. 
Enfield, Middlesex. THOMAS SIMPSON 


Sir,—Dr. Pitman and Dr. Wilson are to be con- 
gratulated on drawing attention, in their article last week, 
to the changing indications for tracheotomy in present- 
day medicine and for giving many new indications, for 
excellent reasons. Of the examples of indications quoted 
from textbooks, all are now extremely rare except 
malignant disease and cedema of the larynx. I once had 
to perform an emergency tracheotomy for cedema of the 
larynx on an unconscious fellow-member of my golf club 
who had had his throat painted with Mandl’s pigment, 
with, fortunately, a happy result. 

No discussion on this subject would be complete without 
the common indications for tracheotomy in children 
today—acute non-specific laryngeal obstruction or 
laryngo-tracheo-bronchitis ' occurring de novo or after 
operation.? Such children rapidly succumb to exhaustion 
in distressing efforts to expectorate thick, tenacious, 
glue-like material produced by inflamed air-passages 
through a narrowed and inflamed larynx. Tracheotomy 
would seem to be the most efficient method of providing 
an adequate airway and permitting easy access for 
tracheo-bronchial suction toilet when required—day or 
night. Bronchoscopy, or repeated bronchoscopy, is less 
satisfactory, and prolonged intubation must surely 
further offend an already inflamed larynx. 

In discussing the *‘ disadvantages of tracheotomy ”’ it 
should not be out of place to refer to the complications of 
surgical emphysema and tension pneumothorax which 
may be produced by the tracheotomy tube slipping out 
of the trachea, especially when the skin bas been sutured 
tightly around it. 

Dublin. J. B. PRENDIVILLE. 


REGISTRARS 


Sir,—I believe that registrars and ex-registrars have 
become a troublesome minority whose fate hardly dis- 
turbs the profession’s conscience any longer. Pray allow 
me to emphasise that already we have become, as was to 
be expected, ‘‘ neither fish nor fowl, nor good red meat.”’ 

To some extent this unhappy state is of our own making 
since our representative organisations never demanded 
primarily that we should simply remain employable. It is 
common knowledge that entry into general practice is now 
more difficult for us than it was seven years ago. 

In the conviction that the profession and the State 
would not ultimately penalise us for so doing, we earned 
higher qualifications and studied specialties. To achieve 
this, we made our homes in urban centres near hospitals, 
only to find that ‘‘ designated areas ’’ for entry to general 
practice became progressively fewer and farther away. 
Men who were reckoned an asset to their profession have 
become an embarrassment to whom the best advice has 
always the same common denominator—to accept the 


1. Briggs, J. N., Hazeldine, J. R. Brit. med. J. 1952, ii, 1064. 
2. Prendiville, J. B.. Middleton, H. G. Jbid, 1954, i, 1126. 
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virtual direction of labour that now confronts them, sell 
their homes, and take their problems elsewhere. 

Where is the evidence that men with an excellent 
background of. general medicine and surgery are (as 
is alleged) welcome recruits to general practice, and to 
certain specialties such as radiology and chest diseases ? 
Our welcome is a barrier which no executive council 
or regional hospital board can honestly deny. 

If we have deserved better treatment, elementary 
justice can still be done by means of: (1) giving avowed 
preference, in filling executive-council vacancies, to well- 
qualified men with one year’s experience in general 
practice ; (2) establishing a significant number of paid 
trainee posts in those specialties which claim to welcome 
recruits of higher general standard. 

We can look only to our profession to get fair treat- 
ment for us—a profession which now sometimes salves its 
conscience by looking on us as disgruntled failures. We 
may well be disgruntled. Give us at least a fair chance to 
prove that we are certainly not failures, for shabby 
treatment does not of itself make failures of its victims ; 
and spare us the humiliation of seeing more newspaper 
articles referring to us as ‘‘ doctors on the dole.’”! 


Ex-REGISTRAR. 


Obituary 


RALPH MONTGOMERY FULLARTON PICKEN 
C.B.E., M.B., B.Sc. Glasg., D.P.H. 


Professor Picken died in his sleep at his house in 
Cardiff on Sept. 7. Though he was due to retire from 
the office of provost of the Welsh National School of 
Medicine at the end of this month, he had shown no 
apparent sign of illness, and he had spent the previous 
day planning his usual programme of meetings and public 
engagements. His place in medical administration in 
South Wales will be hard to fill. 

He was born at Lamlash on the Isle of Arran in 1884, 
the son of David Picken, a retired schoolmaster of 
Glasgow. He went to the 
Glasgow High School and ,to 
Allan Glen’s School before 
he entered Glasgow Univer- 
sity. In 1905 he graduated 
B.SC., With special distinction 
in zoology, and in 1908 he 
was placed third in his year 
in the lists of the M.B. degree. 
After qualifying he was 
appointed house-surgeon to 
Sir William Macewen at the 
Glasgow Western Hospital, 
and later he served as house- 
physician in the Royal Hos- 
pital for Sick Children, 
Glasgow, and as _ resident 
obstetrical officer in the 
Glasgow Royal Maternity 
and Women’s Hospital. 

His first contact with the public-health service was 
his appointment as resident assistant physician in Ruchill 
Fever Hospital. In the following year he took the 
D.P.H., and for a time he was acting medical officer for 
the county of Renfrew. In 1913 he joined the staff of 
the Glasgow health department and later he acted as 
medical officer of health in the Port of Glasgow. He 
held posts in the public-health services of the county 
and burghs of Dumfries before he returned to Glasgow 
as assistant tuberculosis officer. In due course he was 
appointed a divisional medical officer for one of the five 
administrative areas of the city. 

In 1921 he left Glasgow to become medical officer of 
health for Cardiff. His years of office saw the introduc- 
tion of municipal hospital services under the Local 
Government Act of 1929, and through his strength of 
endeavour he secured that the plans for a new hospital 
at Llandough, begun by the old poor-law authority, 





1. News Chronicle, Sept. 10, 1954. ” 
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should be transferred to the public-health committee of 
the Cardiff City Council. He also did his best to develop 
the other hospitals in the area, and long before the 1929 
Act his initiative secured a bequest to start one of the 
first juvenile rheumatism supervisory schemes in the 
country. A colleague admits that Picken’s ‘‘ fearless and 
unyielding integrity did not always make for his general 

opularity with his colleagues or the city councillors ; 
But he was a strong, just, and efficient public-health 
administrator, a clear thinker, and a lucid teacher and 
writer of reports, and he brought his gifts to bear on 
the health services at an important period in their 
evolution.” 

In 1933 Picken left the public-health service on his 
election to the Mansel Talbot chair of preventive medicine 
in the Welsh National School of Medicine. To his 
teaching duties in 1947 he added those of provost of the 
school. For two years he carried this double burden till 
in 1949 the office of provost was made a full-time one. 
As Picken interpreted his duties this was certainly true, 


and C. L. P., who was one of his students, writes: 
‘Since his academic specialty had been preventive 
medicine it was natural that Picken should turn his 


attention to the development of a student health service. 
In the University of Wales, where the constituent 
colleges are scattered throughout the Principality, the 
administrative difficulties of organising a service might 
have been made an excuse for shelving the whole problem. 
But Picken was a man who found a challenge, instead 
of an excuse, in difficulties. He expected the same spirit 
from his students, and his admonition to those of us 
who fell by the examination wayside was the simple, 
and only, advice to work harder. His personality may 
not have made an immediate appeal to the undergraduate 
mind, but he had our welfare very much at heart, and 
he supported our viewpoint in committee more often 
than we were allowed to suspect. The good name of 
the medical school at Cardiff was precious to him, and 
he would condone nothing in a Christmas show or in the 
students’ magazine that overreached the bounds of good 
taste. He encouraged the activities of the British Medical 
Students’ Association in its early years when most of 
our teachers and many students viewed it with amused 
scepticism. Cardiff has lost a provost who never sought 
the limelight of ephemeral popularity, but who was a 
vigilant ian of the students’ interests.” 

lis natural gift for chairmanship drew him, as an 
adviser and counsellor, into many different parts of 
medicine. He was vice-chairman of the Board of Gov- 
ernors of the United Cardiff Hospitals, chairman of its 
establishment committee, and vice-chairman of the Welsh 
Regional Hospital Board. He represented the medical 
school on the General Medical Council, he was a member 
of the General Nursing Council, and he was vice-chairman 
of the Medical Personnel Priority Committee. A former 
president of the Society of Medical Officers of Health 
and of Cardiff Medical Society, he was also a member 
of the medical advisory council of the Nuffield Provincial 
Hospitals Trust. At one time he took a prominent 
part in the British Medical Association. He was a 
member of the central council and chairman of the public- 
health committee, the young practitioners’ committee, 
and the Central Medical War Committee. On _ his 
appointment as provost he gave up his central B.M.A. 
work, but he was later elected a vice-president in 
recognition of his outstanding service to the association. 
In 1949 his public services were recognised by his 
appointment as C.B.E. 

“To all his numerous and responsible offices,” writes 
G. I. S., “ Picken brought great energy and a keen 
analytical mind which at once made him a formidable 
and respected member of committee or council. His 
unusually retentive memory often enabled him to recall 
regulations or events, such as previous resolutions, which 
other members might have forgotten, but which could 
be of great importance to the business in hand. He was 
a fair-minded and enlightened public-health adminis- 
trator who did much to improve the health services of 
the City of Cardiff. 

“* He regarded life and work as serious matters and he 
expected a similar dedication from those who worked 
with him. His versonality might be described as distant, 
and some found him rather unapproachable; but those 
who were admitted to his intimacy regarded him with 
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affection. It was indeed fortunate that a young school 
such as the Welsh National School of Medicine should 
have had such a strong and competent guiding hand during 
a difficult and even vital period in its development.” 
Thanks to his great and varied experience in public- 
health administration, and knowledge of social medicine 
and academic administration, Picken’s advice was often 
sought in medical planning of national importance, and 
F. H. recalls how “ he gave this advice willingly and 
stated his opinion without fear or fervour. His careful 
powers of observation and his accurate assessment of the 
situation made his judgment sure and sound. On many 
occasions a turbulent meeting has been calmed by his 
clear and concise review of the facts which was, if 
necessary, followed by correct and practical advice. 
Perhaps his greatest attribute was his unswerving 
frankness and veracity 
‘ which he could wisely use, and well apply, 
To please the best, and th’evill to embase ; 


For he loathed leasing and base flattery 
and loved simple truth and steadfast honesty.’ 


Picken will be sadly missed, but his advice and counsel 
will be remembered and followed for many years to come.” 

In 1913 Professor Picken married Jean Brand Watt, 
who survives him with a son, Dr. David Picken, and 
two daughters. 


MURIEL BARTON HALL 
M.D. Lpool 


THE death on Sept. 5 of Dr. Muriel Barton Hall has 
deprived social and child psychiatry of one of its ablest 
pioneers, investigators, and advocates. She was drawn 
to this specialty by her selfless devotion to her husband’s 
professional interests. She had graduated at Liverpool 
in 1922 and her early postgraduate work was in clinical 
pathology and bacteriology; but after her marriage in 
1924 to Dr. Stephen Barton Hall, who had realised early 
the vast problems which mental illness presented outside 
asylums, her interest in psychiatry grew. Child guidance 
and the management of the nervous child were to be her 
major interests, and the experience which she embodied in 
her paper in THE LANCET in 1938 on “ Juvenile Nervous 
and Mental Instability: a Study of 1000 Cases,” and the 
monograph she published in 
1947 on ‘* Psychiatric Examina- 
tion of the School Child ”’ led 
to her being recognised, both 
nationally and internationally, 
as an authority and wise coun- 
sellor in this field, and many 
Government departments, in- 
cluding the Home Office, sought 
her advice in their difficult and 
perplexing problems. 

Her earlier appointments as 
honorary psychiatrist to the 
Liverpool child-guidance clinic 
(1931-38), consulting psychia- 
trist to Birkenhead (1940-48), 
and to the Westmorland County 
Council (1943-47) reflect this 
special interest, but I saw more 
of her work in general psychiatry during the eighteen 
years (until 1952) in which she held the post of assistant 
psychiatrist to the Liverpool Royal Infirmary. Her 
work there in all types of psychiatric disorders revealed 
not only her firm grasp of modern-methods of diagnosis 
and treatment, but also her innate wisdom. The same 
meticulous care with which, as I recall, she dissected and 
recorded by word and line the cranial nerves of the dog- 
fish when we sat side by side in practical zoology, was 
given to the examination of her patients, the records she 
kept, and the reports which she sent to her colleagues. 
But her main work continued to be in child psychiatry 
as psychiatrist in charge of the department at the 
Liverpool Children’s Hospital and of the children’s 
department at the Liverpool Psychiatric Clinic. When 
the University of Liverpool established a department of 
psychological medicine, with her husband as director, her 
claims to the lectureship in child psychiatry were 
unchallenged. She was for some years a member of the 
Home Office Advisory Council on Child Care, and 
consultant psychiatrist to its approved schools. 
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To all her work abe cneheds rare o-unlities of Sacto 
understanding, and sympathy. I doubt if anyone ever 
saw her ruffled or rushed. She was free from the fads and 
excesses so common to an infant science, and her thera- 
peutic results convinced the most sceptical of her medical 
colleagues. I have enjoyed and valued the friendship of 
her and her husband since we were fellow students, over 
thirty-five years ago. In that time I never heard her 
utter a harsh judgment, though she was no sycophant, 
and her silence was often more eloquent than words in 
condemning the superficial and pretentious. 

She and her husband worked together for over a 
quarter of a century, and to them more than to anyone 
is due an appropriate university recognition of psycho- 
logical medicine in Liverpool. They shared a deep sense 
of social responsibility, and in order to have more time 
to achieve their objectives, they endured a hotel life 
for many years. Yet their recreations lay in outdoor 
pursuits, and they looked forward to the day when they 
might justifiably relax a little in a house and garden of 
their own. They had recently acquired a country house, 
and only a few weeks ago Muriel was telling me of the 
blessings that this wonderful summer had brought them— 
an ample reward and recompense for their earlier depriva- 
tions. But it was not to last. A rapidly fatal illness 
ended the partnership which had encompassed so much, 
but there can be no real regrets for a life so rich in 
achievement and so warm in its colourful variety of 
interests. H.C. 


HOWARD GRAY 
M.D. Harvard, F.A.C.S. 


Sir Heneage Ogilvie writes: 


The accidental death on Sept. 6 of Dr. Howard Gray of 
the Mayo Clinic removes a leading figure in American surgery, 
and a man greatly admired and widely loved in Britain. 

‘* Howdie ” Gray was a general surgeon in every sense of 
the term. He was a first-class clinician, and a man whose 
judgment in difficult matters was almost infallible. He was 
one of the best operators in a centre that has for fifty years 
had a name for safe and successful surgery, safe, sure, gentle, 
ready to adapt his procedures to the problem in front of him. 
He was gentle and lovable, and had the great gift of inspiring 
trust and affection, of giving confidence to those who had come 
to him for operation, and courage and cheerfulness to those 
who were recovering. 

In two things he was pre-eminent in a country where good 
surgery is common. ‘The first was his clinical or bedside 
wisdom, founded on a long memory of cases each of which 
had been to him a personal problem. His ward rounds were an 
education in methods of examination, in symptomatic treat- 
ment, in prognosis, and in the handling of humanity in 
trouble. His teaching in the theatre was equally imbued with 
the lessons of case experience. His second outstanding 
character was his ability as a teacher, as a writer, and above 
all as a speaker. Gray had mastered the lesson that few 
surgeons ever learn, that the lecture as delivered must be 
different from the lecture as written. The written lecture must 
be orderly, factual, and convincing. Its arguments must be 
consecutive, and it must contain all the facts upon which the 
arguments are based. It can be as dry and as heavy as the 
subject demands, for the man who reads it does so of his own 
volition and in his own time. The spoken lecture is delivered 
to an audience who have come in hope and who cannot after- 
wards get away. It must be simple and convincing, assertive 
rather than reasoned, and it must contain no tables, per- 
centages, or any information that cannot be mastered in 
passing. Howdie Gray knew the exact approach to each 
audience. I heard him give three consecutive lectures: one 
to a small group of registrars and junior surgeons, one to the 
section of surgery at the Royal Society of Medicine, and one 
at the Royal College of Surgeons. Each was exactly right 
for the place, the audience, and the occasion. 

Gray was a lovable man of many interests. At Princetown 
his reputation as a footballer was known throughout the 
States. Later he excelled at the less violent games, and loved 
to spend the day and to entertain his friends on his yacht on 
the Mississippi. He and his wife ‘“‘ Wint” had a delightful 
home in Rochester, where countless visiting British surgeons, 
particularly youngsters paying their first visit to the States, 
will remember their kindly hospitality, morning prayers at the 
breakfast table, and, in the evening, Howdie playing the 


organ. 
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“Dr. E. W. AINLEY- WALKER 


K. J. F., writing as a pupil, friend, and colleague, 
describes how he profited in his own teaching from 
Ainley-Walker’s example of selfless service to the younger 
generation, and adds: 

In tutorials Ainley-Walker educated rather than taught, and 
even the methods of education were often unorthodox. I was 
more often asked ‘‘ What are you going to write on this 
week ?”” than I was given an essay subject by him. The 
method would presumably not work in the Oxford of today, 
but in retrospect its advantages seem to have outweighed its 
disadvantages in the Oxford of thirty or more years ago, and 
Ainley-Walker certainly carried a fine tradition of help to 
pupils across the gap for which the first world war was 
responsible. In that war medical students were not, until 
quite late, reserved ; so the survival of tradition was much 
more precarious. Some may wonder why he did not seek to 
rise to greater heights in the academic world, and I think the 
answer may be that he was anticipated by another worker in 
what he regarded as his greatest discovery, certainly the 
greatest of his younger days, and thereby had some of the 
first fine fervour for research taken from him, though, as his 
later publications show, it was not by any means abolished, and 
he continued to produce distinguished original contributions. 

His liking for, and promotion of, the social side of Oxford 
life led to the formation of a number of dining clubs, designed 
not solely to increase conviviality, but so that medical men 
could get to know better both their own colleagues and also 
those in other spheres of university life. Some of the societies 
he initiated died in course of time, buf others still continue 
though perhaps few of their members realise theif indebtedness 
to their founder. 

Present-day medical Oxford is a vastly different affair 
from that of thirty to fifty years ago, and I should probably 
not be believed if I quoted the sum allotted to a particular 
department for running expenses in the mid-twenties, or the 
amount I was told I could expect for research costs for a year. 
Ainley-Walker’s achievement, however, has to be assessed 
with that sort of knowledge in one’s mind, and it is a filial 
duty on my part to pay tribute to his scientific accomplishment 
in the Oxford of a generation or two ago, as well as to his 
outstanding devotion to those who were fortunate enough to 
be his pupils. All of us must feel acutely the loss of a close 
friend, and wish to record our lasting indebtedness to him. 


Diary of the Week 
SEPT. 18 To 24 

Tuesday, 20th 
RoyYAL ARMY Bpunenas. COLLEGE, Millbank, 8.W 

5p.mM. Mr. A. Dickson Wright : Sciatica of the Arm. 
Wednesday, 21st 
HYPNOTHERAPY GROUP 

8 P.M. (1, Wimpole "Btreet, W.1.) Dr. Noél Sherrard: Mind is the 

Only Thing that Matters. 
Friday, 23rd 
ROYAL COLLEGE OF OBSTETRICIANS AND GYNASCOLOGISTS, 58, Queen 
Anne Street, W.1 

Prof. Benjamin P. Watson (New York): Factors 
ponsible for the Lowering of Maternal Mortality and 
Morbidity in the Past Fifty Years. (William Meredith 
Fletcher Shaw lecture.) 








et 
ea ndirent. R. J., M.D. Belf., D.P.H.: deputy M.O.H., Stoke-on- 
ren 
GATHERER, ALEXANDER, M.B. Aberd.: senior asst. M.o. and deputy 


princtbal school M.o., Warrington. 
JENNINGS, E. M., M.B . Lpool, D.OBST. - M.O., Hertfordshire. 
ee J. J., M.B. N.U.1. , appeinied & ion doctor, Castleton, 


y. 
McVERRY, E. A., F.R.C.S.1. »F.R.C.8.E.; surgeon, m, Leste County Coen. 
MURPHY, M. J., ¥F.R.C.8.E. surgeon, Co. Limerick 
WATKINS, M, E., M.B. Lond.: asst. M. 0o., Hertfordshire. 
Kent Education Committee: 
CAMPION, BEATRICE LUCY, M.R.C.8.: asst. M.O. 
LISTER, JEANNE C., M.B. Lond.: asst. M.O. 
Newcastle Regional Hospital Board: 
BouLite, J. RoGeR, M.B.Cape Town: senior casualty officer, 
Hartlepool H.M.c. 
Carstairs, L. W., M.D. Durh., M.R.C.P.: asst. chest physician 
(S.H.M.0.), Newcastle east tuberculosis administrative area. 
DYKE, ISABEL, M.B. Durh., M.R.C.0.G.: consultant obstetrician- 
gynecologist, South- West Durham and Durham 8.M.C.8. 
GRYSPEERDT, L., M.S. Lond., D.M.R.: consultant radiologist, 
Newcastle upon Tyne H.M.C., and United Newcastle upon 
Tyne hospitals. 
MANNERS, THOMAS, M.D. Durh.: consultant pathologist, Warsbeck 


H.M.C. 
THomson, H. R., M.D. Lond., M.R.C.P.: asst. chest paasieten 
(8.H.M.0.), Newcastle west tuberculosis administrative’ area, 
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Notes and News 


MEDICAL V.C.s 

THE summer number of the Army Medical Services Magazine, 
prompted by the recent purchase of the “ Hartley” v.c., 
contains an article on the award of the Victoria Cross to 
members of the medical services. Since it was instituted in 
1856 the v.c. has been won by 40 medical officers and 2 other 
ranks of the medical services. A bar to the cross has been 
awarded to three of these. The ‘“‘ Hartley” v.c. was won 
during the Moirosi rebellion of 1879 by Edmund Hartley, who 
founded the Cape Medical Corps, which eventually became the 
South African Medical Corps. 


CENTENARY IN KENT 

Tae West Kent Medico-Chirurgical Society, founded in 
1856 as the result of an invitation extended to doctors in 
the area by the staff of the Royal Kent Dispensary, is cele- 
brating its centenary this winter, under the presidency of 
Dr. F. R. Waldron. Since 1895 the highlight of the society’s 
year has been the Purvis oration, which was initiated in 
tribute to Dr. Prior Purvis, a founder, the hon. treasurer 
for more than forty years, and president in 1869. The list 
of Purvis orators includes many of the names best known in 
English medicine in the past sixty years. In this centenary 
year the oration is to be delivered, on Dec. 9, by Sir Russell 
Brain, P.R.0.P., who will speak on Dickensian Diagnoses. 


MEDICAL FILMS 
Radio-isotopes : their Application to Humans, as Tracer 
Studies and for Therapeutic Use (16 mm., sound, colour, 35 
minutes), produced by the American Medical Film Guild, 
was introduced by Mr. Joseph P. Hackel, the guild’s president, 
in London recently when it was described as the only film 
on this aspect of the peaceful uses of atomic energy. 


The film opens with a dramatised sequence in which Pasteur is 
depicted complaining that as his microbes could not speak, no-one 
would believe his theories. Atomic energy, on the other hand, has 
a voice, and the rest of the film shows its application to medic ine as 
a tracer and for therapeutic radiation. Several radioactive elements 
and their uses are mentioned: circulation tests in arteriosclerotic 
limbs and in tube pedicle by measuring the clearance-rate of 
injected sodium; iron-metabolism studics; dental and thyroid 
research with iodine ; and the use of calcium for bone studies, of 
strontium for the treatment of eye tumours, of gold for reducing 
effusions into body cavities, of phosphorus for the treatment of 

lycythemia vera, and of boron for the local irradiation of brain 
umours. 

Perhaps the most serious fault with the film is the lack of coédrdina- 
tion between the picture and the narration. It nome: as if the 
cameraman was hard-pressed to find pictures to accompany the 
relentless commentary, and the commentator is woul ane speakiag while 
the closing credits, which include some of the titles shown at the 
beginning of the film, are on the sereen. The static graphs and 
the diagrams contain too much information, especially since the 
narration continues throngh them and not ag enn A half the 
screen contains other irrelevant visual action, such as an irradiation 
machine revolving round a patient, or the face of the commentator 
appearing through a hole in the chart. This film is spoilt because the 
audience is never clear whether it is better to listen to the com- 
mentary or to watch the right or the left half of the screen. 


Pitfalls in the Management of Refractory Heart Failure 
(16 mm., sound, colour, 35 minutes), produced by the same 
organisation, has many of the faults of the Radio-isotopes film. 


A dramatised incident, in which an intern is rebuked by a 
physician for suggesting that a particular heart case is refractory 
to treatment, precedes ste titles. The commentator then begins, 
while the titles are on the screen, to outline the scope of the film by 

suggesting reasons why cardiac cases may not respond to treatment. 
The bulk of the information is given by the commentary ; and the 
picture, rather than contributing to the exposition, tends to distract 
the attention from what the narrator is saying. The excessive use 
of trick photography—split-frame tec hniques, mask inserts, super- 
impositions, and so on—and the inclusion in the picture of irrelevant 
features, such as groups of medical students in varied attire, the head 
of a patient with the doctor listing his symptoms in the background, 
and dishes of food rotating on half the screen while a chart is crowded 
into the other half, all detract seriously from the teaching value of 
the film. A profe ssional commentator would have done better 
than the doctors themselves, whose delivery is hesitant. The film 
ends with a commercial “ plug.”’ 


These two films are not yet available in Britain. 








University of Edinburgh 

On Monday, Oct. 17, at 5 p.m., at the University New 
Buildings, Prof. R. A. McCance, F.R.s., will give the Sharpey 
Schafer lecture, on the Chemical Structure of the Body. 


King’s College Hospital, London 

On Friday, Sept. 30, at 3 p.w., Dr. J. H. Sheldon will 
give the inaugural address for the 1955-56 session at the 
medical school. 


Royal College of Physicians of London 

On St. Luke’s day, Tuesday, Oct. 18, at 3 P.m., at the 
college, Pall Mall East, 8.W.1, Sir John Charles will deliver 
the Harveian oration. He is to speak on the Contrivance of 
Collegiation. 


Royal Free Hospital, London 

On Friday, Sept. 30, at 3 p.m., Sir Wilfrid Le Gros Clark, 
F.R.S., will give the inaugural address at the medical school. 
The title of his address is Chant of Pleasant Exploration. 


Course for G.P.s at Cardiff 
A course for general practitioners who are principals in 
the National Health Service is to be held in Cardiff from 
Oct. 31 to Nov. 12. Application should be made as soon as 
ible to the secre of the Welsh National School of 
Medicine, 34, Newport Road, Cardiff. 


In Memory of James Parkinson 

Today, Saturday, Sept. 17, at 2 p.m., at St. Leonard’s 
Church, Shoreditch, London, N.1, Dr. A. D. Morris will unveil 
a plaque to the memory of James Parkinson, whose work as a 
surgeon, paleontologist, and political reformer he lately 
described in our columns (Lancet, 1955, i, 761). 


London Medical Exhibition 

Sir Charles Dodds, ¥F.R.s., will open this exhibition, which 
is being held at the Royal Horticultural Hall, Westminster, 
from Nov. 14 to 18. Further information may be had from 
the organisers, the British & Colonial Druggist Ltd., 194, 
Bishopsgate, E.C.2. 


Patients from Malta 

In response to an appeal from the government of Malta 
the Ministry of Health has agreed that 100-200 tuberculosis 
patients shall come to England next month for hospital 
treatment which cannot be provided in Malta till a new 
sanatorium has been built. The Maltese government will 
defray the expenses and will also send some trained nurses ; 
some doctors are also to come for postgraduate training in 
tuberculosis. The Ministry states that the arrangement has 
been made possible by the steady reduction in the waiting- 
lists for sanatoria in this country. 


St. Luke’s Day Service 
A service for doctors is to be held at All Souls’ Church, 
ham Place, London, W.1, at 11 a.m. on Sunday, Oct. 16, 
two days before St. Luke’s day. The president of the Associa- 
tion of Surgeons and the chairman of the British Medical 
Association will read the lessons. Seats will be reserved for 
doctors and members of their families. Application should be 
made to the church secretary, All Souls’ Vestry, Langham 
Place, W.1, by Oct. 13. 


Medical Visitors to Russia 

A party of British doctors left on Sept. 8 to spend three 
weeks in the Soviet Union at the invitation of the Soviet 
ministry of health, extended through the medical committee 
of the Society for Cultural Relations with the U.S.8.R. The 
members of the party are : 

Dr. D. B. Bradshaw, deputy M.o.H., Dr. Fraser 
Brockington, professor of social and preventive y= Gastorsite 
of Manchester; Dr. L. J. H. sy medical director, Central 
Council for Health Education; Dr. H. B. O. Cardew, afenera! 

retary, Medica) Practitioners’ "Union ; Dr. - R. Clarke, di irector, 
Northern Ireland Tuberculosis Authority ; Dr. J. J. R. Duthie, 
senior lecturer, department of medicine, University of Edinburgh ; 
Dr. S. Gottlieb, general penegnee. London; Dr. J. D. Revehow. 
M.O.H., Colchester ; Dr. 38. Leff, es Willesden; Dr. Barbara 
McPherson, Prophit scholar, Royal College of Ph oon EE i 
R. Sargood, memoer of the South West Metropo: 
— Board; Dr. R. 8. - Sagten, medical pore meng Brig 1 
Dr. . M. Severn, M.0.H Pontypridd; Dr. Alice Stewart, reader 
i omka ‘medicine, Social Medicine ‘Unit, Oxford; and Dr. M. § 
Miller, general practitioner, Glasgow 


a 





£ 





Sir Harry Platt, P.R.c.s., will visit Canada and the United States 
during October as the guest of the Royal Lone of Physicians and 
Surgeons of Canada at their annual meeting in Quebec, and of the 
American College of Surgeons during the clinical congress in Chicago. 

The National Association for Mental Health has paninted the 
procecdings of the conference on Preventive Aspects of Mental 

ealth Work held in London last March. Copies (7s. 6d.) may be 
had from the association, 39, Queen Anne Street, W.1. 


Births, Marriages, and Deaths 


DEATHS 
THOMPSON.—On Ang 24. at Ealing, Winifrede Tatham Thompson: 
eid genera secretary cf the International Society of Med cal 
lozgy, and a * eggee of the medical department of Butter- 
wast & Co., aged 64 
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Pre-eminence 
in 
PENICILLIN 
THERAPY 




















N the majority of penicillin-sensitive The wide range of DC(B)L penicillin preparations 
infections, benzylpenicillin and procaine provides flexibility and precision in prescribing. 
penicillin continue to provide the most IMMEDIATE Potassium penicillin G (Buffered) 
. . ° HIGH LEVELS Sodium penicillin G 
reliable and convenient treatment with the — 
PROLONGED ‘Distaquaine’ G 
greatest degree of control. LEVELS ‘Distaquaine’ S i 
Amongst these well-established forms 4 Be 
"lg ST eee one erie, ‘Bitequaine’ Fortted 
penicillin, preparations by DC(B)L hold an = 
: i FOR MIXED OR 
unsurpassed reputation for clinical depend- UNIDENTIFIED Rtseewene” 
ability and convenience of administration. See 
Distributed by: 


ALLEN & HANBURYS LTD, BRITISH DRUG HOUSES LTD. * 
BURROUGHS WELLCOME & CO. EVANS MEDICAL SUPPLIES LTD. 
IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD. 
PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD. 


eee = iE. DISTILLERS COMPANY ot eer ce 


’ ’ 
(Dbrochemicals) Li nited 





DEVONSHIRE HOUSE, PICCADILLY, LONDON, W.1 


23/$s 


All names quoted thus ‘Distaquaine’ are trade marks and the property of the manufacturers 
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He is going into hospital. But he is go- 
ing with good heart. Because he trusts 
them to make him well again. 

If it means an operation he will be 
worried and rather nervous when the 
moment comes—it’s only natural, but 


MEDICAL DIVISION, BRITISH OXYGEN 


&0) COMPANY LIMITED, GREAT WEST ROAD, BRENTFORD, MIDDLESEX 


Cone Makers and suppliers of anxsthetic, analgesic and therapeutic equipment and gases 


/ 


34 





the doctors and nurses are all so 
confident .. . 

.+. every minute of every day and every 
night they put their ¢rust in B.O.C. ’ 
equipment and B.O.C. gases to help 
ease pain and save lives. 
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: When they're convalescing 


A little 
MOUSSEC 


does them a lot of Good 


Moussec is a perfect natural sparkling stimulant 

for cases of mental depression, debility and 
43 : br general apathy. Produced only from specially 
selected grapes by the entirely natural process of 

double fermentation and free from fortification by 

any form of spirit it is purity and goodness itself. 









































THE BABY BOTTLE (ONE-GLASS SIZE) 

is both adequate and economical. It ensures that 

the patient gets the benefit of Moussec always in 

its freshest, most sparkling form. 

Baby Moussec is obtainable from all Wine 

Merchants and Licensed Grocers at 2/3. There 
are also larger sizes at 4/4, 8/9 and 16/6. 


— 





MOUSSEC LTD RICKMANSWORTH HERTS. 
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AYAANMNTUMNALVODES UA 


LUCOZADE provides the 
answer to many problems 


When specific treatment fails to produce the desired result 


ti 
AULOUAUALILL 






= it is surprising how often the administration of Lucozade 
will help to tip the balance in favour of recovery. 
Its pleasant nature ensures acceptance 


under almost any circumstances, 


LUCOZADE 


the sparkling glucose drink 
REPLACES LOST ENERGY 





= 
= 
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The 
Hastings 
DIAGNOSTIC 

SET 


List No. 167 illustrates and describes this Set No. 3016- 


This quite outstanding new Diagnostic Set for the examination 

of the Ear, Eye, Nose and Throat has a case moulded from 

shock-resisting bakelite, black in colour with a very hard 

scratch-resisting surface. The case has been designed by a OW an 
well-known industrial artist and is modern, harmonious, 

pleasing and above all fitted for its purpose. 

The impervious rubber pad for the instruments is hygienic ELECTRIC 
and is washable. It holds the instruments without shake and 


in silence. It is available either in blue or white. DIAGNOSTIC 
The lid is lined with a pad covered with satin finish royal blue 
PVC plastic sheeting. I NSTRU M £ NTS 


The components are the well-known and well-tried Gowllands 

instruments which are entirely of non-ferrous alloys, that is are : 

intrinsically unrustable, and finished with high-grade untarnish- Made in England and obtainable from 
able chromium plating. all Surgical Instrument Dealers. 
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aclh 
PLAYER'S 

N°3 
The Quality Crgarelte,,, 


(3P 128a] 


Soluble BARBITONE er. 
VALERIAN m. 3, per 
The economical and ailing” 
SEDATIVE & HYPNOTIC 
4 02. bottle 4/2 
(also 40 oz. and 80 oz. sizes) 
Samples on siened request 
ROBERTS & CO. 
Pharmaciens 
76, New Bond Street London, W.1 
Prescribe on E.C.10 


+> » ay 


a! - 
Kos Company . dis 








YOUR 
CHILD 


In your plans for your child’s 
education and career life assurance 
can be a real help. Write today 
for a copy of the New “Career 

t to 


Policy ” 





SCOTTISH 
WIDOW®S’ FUND 


Head Office: 9 St. Andrew Square, Edinburgh, 2 
London Offices: 28 Cornhill, B.C.3 17 Waterloo Place, >.W.1 





.|HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental illness. All types 

of treatment carried out. Acc for Alcoholics and Addicts 

available. Special Geriatric Unit new open. Fees from 6 gns. per week 
upwards according to requirements. 

Apply to Or. j. A. SMALL Telephone : Norwich 20080 








CHISWICK HOUSE 


PINNER, MIDDLESEX 
Telephone: PINNER 234 ~ 





A Private Home for the Treatment and Care of Mental and 
Nervous Ilinesses in bothSexes. 

A modern house, 12 miles from Marble Arch, In attractive 
secluded grounds. Patients treated ander Certificate, Tem- 


or Voluntary status. Modern forms of treatment, 
fic ing Pepe er. parco-aualysis, modiiied insulin, 
upational therupy, bk. eto, 


DOUGLAS MACAULAY, M.D., D.P.M. 





Resident Physicians—BERTHA M. MULES, M.D., B.S. 


A well-appointed House with spacious balconies and extensive views of the South Devon Coast. 
In the same grounds, ROWDENS, a comfortable house with lovely views. 
There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 


ANNE S. MULES, M.R.C.S., L.R.C.P 


CLIFFDEN, TEIGNMOUTH 


| For the early treatment of nervous disorders and patients needing rest and care 


Beautiful garden and own dairy in 35 acres 
Private road to the beach 


Telephones—TEIGNMOUTH 289 and 537 





A Private Clinic, 


treatment of all forms 


RUTHIN CASTLE, 


the first in Great Britain, 
of disease, 


NORTH WALES 


for investigation and 


except infectious and mental 





Nursing, dietetic, massage, x-ray and laboratory departments 


Central heating and a lift to all floors 





Inclusive charges 





Apply SECRETARY 


Telephone: Ruthin 66 
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ST. ANDREW’S HOSPITAL fenrar pisoroers 
NORTHAMPTON 


PresipENtT: THE EARL SPENCER 
Mepicat SuPERINTENDENT: THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


is Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are 
eee mental! disorders or who wish to prevent recurrent attacks of mental trouble ; temporary patients, and : certified patients 
of beth sexes are received for treatment. Carcful clinical, biochemical, bacteriologi tT. —— patho al examinations. Private 
roems with s Special nurses, male or female, in the Hospital or in one of the numerous in the grounds of the various branches 


can be provided 
WANTAGE HOUSE 

This is a Reeeption Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
with all the apparatus for the complete investigation and treatment of Mental and Nerveus Disorders by the mest modern methods ; 
insulin treatment is available for suitable cases. It contains special departments 4 A eg on A by various metheds, including 
Turkish and Russian baths, tho prolonged immersion bath, —— Douche, Scotch Do , Plombiérca treatment, 
etc. There is an Operating Theatre, a Dental Surgery, an -ray Room, an Dita ioiee ai precctin and a See 
Diathermy and High-frequency treatment. It also contains Laboratories for biochemical, bacteriological, and pathological 
research. Psyehotherapeutic treatment is employed when indicated. 

MOULTON PARK 

Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are s mpotied to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupational 
therapy is @ feature of this branch, and patients are given every facility for occupying themselves in farming. gardening, and fruit 


growing. 
BRYN-Y-NEUADD HALL 
The seaside house of St. Andrew’s Hospital is benntitelty epentes in a park of 330 acres, at Lianfairfechan, amidst the finest 
scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Patients may visit this 
branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on the seashore. 
is trout-fishing in the park. 


At all the branches of the Hospital there are cricket grounds, football and hockey unds, lawn tennis courts (; and hard 
courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen ve their own gardens, and facilities are 
provided for handicrafts, such as carpentry, etc. 

For terms and further particulars apply to the Medical Superintendent (TaterHons: Northampton 4354 (8 lines)), who 
can be seen in Lendon by appointment. 


CHEADLE ROYAL, CHEADLE, CHESHIRE 


REGISTERED MENTAL HOSPITAL 

















PresIDENT: THe Rieguat Hon. Taz EARL OF DERBY, M.C. 
MeEpicaL SUPERINTENDENT: W. V. WADSWORTH B.Sc., M.B., M.R.C.P., D.P.M. 





This Hospital receives all types of patients who are suffering from psychological and senile illnesses. sooontiy been 
extensively re-decorated and central! heating has been installed throughout, making it ene of the most Iurarioanly ARF itals 
in the country. Private rooms, with special nurses, can be tee y All attente receive very carefu hate wah elim and 
= hological investigations ; the most modern psychiatric treatme: le, including deep insulin therap 

re is empleyed in — ble cases. 

tional thera 8 @ specia] feature of the Hospital and there are excellent facilities for indoor and outd ti 





nai’ on icket, croquet, At, billiards, cinema, television, etc. Geriatric units for mild cases of senility are provided where 
patients can pursue as normal a life as poss ible. 
The Hospital is situated in three hundred acres of pleasant Cheshire parkland and yet is only nine miles from Manchester. 
Glan-y-Don ia the Hospital’s convalescent home, overlooking the sea at Colwyn Bay. It is extremely comfortable and well appointed 
and has ites own farm and market garden. 


For terms and further particulars, apply to the Medica] Superintendent. Telephone: GATLEY 2231. 






THE MEDICAL PROTECTION SOCIETY umirep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION : £1 for first three years for newly qualified entrants and £2 thereafter 
Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 




















Vacancies 
ACADEMIC AND EDUCATIONAL Page | Plymouth, — Deven. & East Epsom District. Sr. H.O. 46 
SECTION 0 Cornwall. Sr. H.O. & Locum Sr. Guildford. Royal Surrey County. sr. 
ANSSTESTIOS Scotiand.” South-Eastern R. i. B. sr. a Leeds Public Dispensary & Hosp. “" 
Central Middx., N.W.10. Sr. H.0. .. 42 HMO. 42 HO. * 47 
Ss Gasvow ®, i. 3. Sr. H.O. .. 44/ Slough. Upton. Locum Reg 50 Maidstone. West Kent Gen. Sr. H.0. 49 
St PSOE baal & 8 Pomp, 4, |Bakesa tent, ‘Gibney. Gt | Nerthampiom Gon BO. HS. 
“. unbridge We mbury. Sr. 2 ot m. Sr e 
Birmingham United Hosps. iw. -- 4 Watford. Reg. a 2 oe a ‘Alexandra. Sr.H.O. |. 50 
Burton-on-Trent Gen. Jr. H.M 45) New Zealand. Otago Hosp. Board, Sheffield. City Gen. Reg. 50 
Colchester. Essex yap H.O. 46] "Assistant gd & Lecturer .. 42] Sidcup & Swanley H.M.C. Sr. H.O. 50 
Croydon Group H.M.C — Reg. 46/ carpIOLoG Slo Upton. H.O.& Locum H.0. 50 
Enfield. Chase Farm. St-H.0-o. 2: $$] Queen Mary's, S.W.15. P.-t. Cons... 41] Southport Gen. Jr. - oud. 3. i 
Grimsby Gen. Reg. ‘) 47 | CASUALTY Swindon Hosp. Group. Sr s 
Ipswich & East Suffolk. Sr. H. 0. .. 47] Acton, W.3. Sr. H.O.. 42 | CHEST AND TUBERCULOSIS 
Isleworth. West Middx. H.O. -. 47] Connaught, E.17. Sr. H.O 42 | Grove Park, 8.E. _ =a aS. —— 
Kettering & District H.M.C. Sr. Lambet. , 8. E.11. Sr. if. 0. or H. 0. 43| Benenden San. Sr. H inva 
H.O. 3 .. 47] Poplar, B.14. Sr. H.O. 43 Birmingham (Sanatoria) Group. mam. 45 
Leeds A ‘Group H.M.C. Sr. H.0. .. 47] Princess Beatrice, 8.W.5. Sr. H. oO. 43 agenham, Essex. Jr. H.M. . 46 
Leeds R.H.B. P.-t. Cons. .. 42] Putney, 8.W. Ale Sr. H.O.’s . ~ Deiineld. 1. Northfield San. Sr.H.0... 46 
Leeds R.H.B. ae 48 wa Charles’, W.10. Sr. H.O. .. 44] Henley-on-Thames. Peppard Chest. 
Luton & Dunsta eB 48 | Wanstead, E.11. Sr. H.O. 44 Jr. H.M.O. .. ioe ae J. (aa 
Manchester R. 7 B: & nited Man- Chesterfield Royal. Pre-reg. H. O. or Ilford & Barking Group H.M.C. Jr. 
chester Hosps. Sr. I 49 Sr. H.0. 46 H.M.O.. ae se +“ c<.- 














THE LaNceT] 


THE 


LANCET GENERAL ADVERTISER 





[Serr. 17, 1955 





a Isolation Hosp. & Chest 
North East Met. R.H.B. 


ape... Gecumngton. Sr. H.O. or 

r 

South tant Mei, “R.H.B. Reg. os 
Stanfield San. =. 


Stoke-on- wee: 
H.M.O. 

Ventnor, I. W. | Royal National Hosp. 
Soe Disgempoet tha Chest. oe. a. =e 
or Sr. H.O. 

Watford Chest Clinic. ” Reg. 


DENTAL SURGERY 


Manchester. North Manchester H.M.C. 


DERMATOLOGY 

Leeds R.H.B. Pre-reg. H.O... 
North West Met. R.H.B. Reg. 
Oxford R.H.B P.-t. Cons .. 


EAR, NOSE, AND THROAT 


Royal National T.N.&E. was. 
Clin. Agsts. (G.P. 's) & H. 6. 
Ashford, Middx 


Birmingham & widiana Ear & Throat. 


R.H.B. Regs. 
A. Sr. H. 0. 
Pre-reg. H. 


Sheffield United Pr eo Sr. 
Southampton. Royal South 
& Southampton Gen. Sr. H. 
Taunton & Somerset. H.O. .. 
Welsh R.H.B. Locum Cons. .. 
Wigan & Leigh H.M.C. Reg. 


GERIATRICS 

North East Met. R.H.B. 

Ww ve S Gen, BK. ll. H.O. 
H.B. Pre-reg. H.O.. 


INFECTIOUS DISEASES 

South Lodge, N.21. H.O. oa 
LARYNGOLOGY AND OTOLOGY 
Liverpool United Hosps. Reg. “yi 


ants. 
Ge. so 


MEDICINE 
Bolingbroke, 8.W.11. H.O. 
8.E.11. nhs 


Lambeth, 
North East Met. R.H.B. Regs. 
Cys Mary’s itoep. tor the aan knd. 


Royal Northern, N.7. H. 0. 
. Andrew’s, E.3. nee 

* Nicholas, 'S.B.18. H.O 38 
Aylesbury, Stoke Mandeville. Sr. 
| 's Stortford & District. ‘Sr. H. 0. 
Braintree. Black “tao. ° 


Bristol. Sta engneeen oes 

Bristol U “South- 
Western fae . ea ‘ie 

Cardiff. peor ey aloe Gen, & 
Seamen’s. 


er my We Quech Mary 's for Children. 


ES) 
Colwyn rf & West "Denbighshire. 
Jr. HM 
Cuckfield, Sussex. Sr. H. oO. 
Enfield. Chase Farm. H.O. 
Huddersfield Royal infty. Mts.--i.. 
Ilford. King George. Pre-reg. H.O.. . 
— +4 SB. Helens. H.O. 


Leeds \ ess H.0.’s 
Macclesfield. Br, 


. West Manch 








at et, 


M 





HMC. 


Newmar et Gen. vy ee 7 
Rh ey & Sirhowy Valleys H. =e. 


Sheffield United Hosps. Sr. Regs. 
Southampton Gen. .O. 
Stoke-on-Trent. City Gen. H.O 
ey Mount ty 5 OF ee H.M.O. 
Wat B y. Torba ta 
Bromwich Dist. ax. Pre- -reg. 


Austral Broken Hill & District. 
sician 
Dublin. Dr. Steevens’. Reg. 


NEUROLOGY 
Leeds R.H.B. Pre-reg. H.O..: 


OBSTETRICS AND GYNZCOLOGY 
British Hosp. for Mothers & “emer 
S.E.18. Sr. H.O. & H.O. é 
Central Middx., N.W.10.| H.O. °: 
North Middx., N.18. H.O. & Pre- -reg. 


| 7 Se ey € cd 3% 
oe renga Sorrento Maternity. 
Birmingham United Hosps. H.O. :- 
Blackpool. Victoria. H.O. .. ea 
Bristol. Sou Gen. Hosp. 

Group. Sr. H wl 


43 


50 
51 


51 


52 
52 


49 


48 


42 
42 


43 
44 


45 
45 





Derby City. Pre-reg. H.O. or Sr. H.O. 
E Gen. H.O.’ 6% ae 


Manchester. Northern. Sr. H-O 
Manchester. West mere cecatoh if M.C. 


Pre-reg. H.O. ‘ 
Oxtord U United Hosps "abo: r. Reg. 
Reading. mayan Berkshire. i. 0. ws 
Rochford n. Locum 
Salisbury Gen. .O. 

St. Albans City. Jr. vei & Locum 

Jr. H.M.O. 

OPHTHALMOLOGY 
North West Met. AEE. P.-t. Sr. 


H.M.O. 8 
Aberdeen Gen. Hosps. ig AS: 
Manchester R.H.B. Be ‘Se H. = 
Manchester United Hosps. 
Sheffield United Hosps. 7 
Stoke-on-Trent. North sears Royal 
Infy. Sr. H.O. ss ‘ 
Welsh R.H.B. Reg. 
ORTHOP ADICS 
Kin Edward . ET * nant. 
St. James’, S.W.12. . A 
Whipps Cross, :. ‘il. ° 
Aberdeen Gen. ao B.O.M. 
H.M.O. . H. vn 
Ashford, Miaax H.O 
Bebi iy Clatterbridge. Locum Jr. 
Beverley. Westwood. H.O.. 
Bolton. Royal Infy. Sr. H. Oo. 
Brighton Gen. Sr. H.O. 
ae tow. St. Lawrence. Sr. H.O. 
am. County. H.O. & Sr. H. 0. 
—— & East Suffolk. H.O. ‘ 
Ipswich & East Suffolk. Sr. H.O. 
Leeds R.H.B. Pre-reg. 
Leeds United y inky: 


Sr. H.O. 
0. o0 


Jr. 


Louth. County L 
Nottingham Gen. H.O. 
Pesepaae Group H.M.C. Sr. H. 0. 


& H.O. 
Sheffield United “Hosps. Sr. Reg. 
Cagyeseury. doa Salop Infy. sr. 


0. 
Southampton. * Royai ‘South Hants. 
South. Western R.H.B. Locum Reg. 
West Cornwall Clinical Area. Cons. 
ve. YP anh Albert Edward Inty. 


Winchester. Royal Hants “County. 
Wolverhampton “Group. Sr. H.O. or 
Be . és se ax iz va as 
Whipps Cross, E.11. H.O. 

Leeds — “y Pre-reg. H. a" 's 


Leeds Uri 
Luton & Hitchin roup. 
Manc. 


oo - Yor k Hosp. 


— West Manchester M. c. 
Northampton Gen. H.0. 

South East Met. R.H.B. Reg. 
PATHOLOGY 

North West Met. R.H.B. P.-t. Co 

St. wee 's, St. Paul’s & St. Philip's. s, 


W.C.2. Sr. Reg 

Bury & Rossendale H.M.C. Sr. H.O. 
Kingston Group H.M.C. Reg. 
ek yy =— Hall . Monsall 
Northamp + ng Sr. H.O.. 
Stoke-on-Trent mae. #. a -M. 0. 

or Sr. oO. ° 
PLASTIC SURGERY 

Basingstoke Rooksdown House 
Plastic & Jaw Unit. Sr. H.O. 


Chepstow. Plastic Lager’ 4 
Injuries & Burns Centre. 
R.H.B. Pre-reg. H.O 
PSYCHIATRY 
Setrepaiiten, BS, Clin. Assts. (G.P.) 
Middlese: 2. Reg. .. 


St. Mary's, Ww P.-t. Keg. ’ ais 
Westminster, S.w.i “eo 
Birmingham a B: Sr. H.M.O.’s Py 
> x Long Grove. Locum Jr. 


a * Woking. Brookwood. Reg. 
R.H. B. Cons. .. 
Meets 


H.B. Reg. 
Leeds United Hosps. Sr. H. Oo. 
a: — awe Heath. 


M.O. ot Joos 
peeniieke RAB. HMO 
REB. P.-t. Sr. 


North West Met. 

H.M.O. ‘3 . 
South Somerset Clinical Area. Sr. 
Worcester. Powick. Jr. H.M.O. 





Jr. 








RADIOLOGY 
North West Met. R.H.B. P.-t. Gane. 41 
Queen Mary’s. 5.W.15. Reg. 43 
peer ne R.H.B. Cons. 42 
otland. Northern R.H.B. ‘Sr. Reg. 50 
Sheffield R.H.B. S8r. H.M.O. eo 
RADIOTHERAPY 
Royal Free, W.C.1. Sr. H.O.. o. 4 
Westminster, S.W.1. Sr. H. 0. phar 
Cambridge United ny > Sr. H.M.O. 41 
Manchester. Chris’ osp. & Holt 

Radium Inst. Sr. H.O. 49 
Northern Lreland Hosps. ‘Auth. Reg. 52 
RHEUMATOLOGY 
er Wapene mes Gam om. ™ 
SURGERY 
7 ersmith Hosp. & P.-G. weed. as 

Sch . 
North East Met. R.H.B Regs. 43 
Prince of Wales’s Gen., N15. sr.H. 0. 43 
Royal Marsden, 8.W. 3. HO. 43 
South London Hosp. for Women & 

Children. H.O. 43 
Woolwich Group H.M, C. Locum Reg. 44 
Aberdeen Gen. Hosps. B.O.M. fF 44 
— -in-Furness. a a “a 
Beverley. Westwood. H. “gy 44 

Birmingham R.H.B. - 45 
Birmingham United a Reg. 45 
Bishop Auckland Ge: .0.. 45 
Braintree. Black Notiey- H.O. 45 
Cardiff. Royal ryad ike & 

Seamen’s. Sr. H.O.. ° 45 
Cheimsford & Kssex Pre-reg H.O.. 46 
Chertsey. St. Peter’s. = ‘HO. ‘or 

Pre-reg. H.O. ox 46 
wan 8 Sussex. Sr. H.O. & Pre- 

reg. H.O. .. ay -_ ee | 
OO. Noble’s 1.0.M. Sr. H.O. & +. 

ping. St. Margaret's, Sr. H.O. 46 
Honotesdahine a Reg. .. ae, 
Hounslow. in ” Reg. .. sit a 
Leeds R.H . & Pre-reg. H.O.’s 48 
Manchester Be. H. Reg. 49 
Manchester. Re Manchester H.M.C. 

Sr. H.O. & Yihonshawe. 49 
Manchester. Wythe’ we. ‘gr. H.0. 49 
Northampton Gen, H.O ° 49 
Nottingham Children’s. Sr. 1.0. 50 
Nottimgham Gen. Pre-reg. H.O. 49 
Plymouth _— _— & East 

Vornwail. Bren oo 
Redhill many reg. oS Saperae * 
Redhill. Kast 8 Pre-reg. H.O. 50 
wiLos. & sirhowy ‘Valleys aes 50 

Infy. * Locum Reg.. 50 
Shomeld nited H . Sr. Reg. 50 

Shettield. W 50 
sa 8 ema Royal ‘South “Hants. os 
South-Western R.H.B. Locum Regs. 51 
Stoke-on-Trent. City Gen. H.O.’s 51 
Stoke-on-Trent.  comsas = Royai 51 
Stroud Gen. Sr. H.O.. 51 
Ww minfy. H. 0. - co. oe 
Ww "Leoum io 
West Bromwich & ’ Dist. -” 

Pre-reg. H.O. 52 
Wolverhampton Group. H.O. 52 
Worcester. Ronkswood. ~ = oO. & 

Pre-reg. H.O. 52 
Worthing. Loc oa ae 
Wrexham. Maelor Gen. H.0 > oie 
Australia. Broken = a. 

Surgeon os osc £0 
Sataken a SURGERY 1G 45 
Cottingham. Castle Hill. a. cape 46 
Tikiey Middleton. Sr. H.O. 47 
Leeds R.H.B. 43 Pre- reg. H.O: 48 
Sully. Glam. Sr. as. oe 
Wakefield. Pindertcids Gen. Jr. 

M.O. os & 
ihe R. i. B. Pre H.0 48 
Manchester E.H.B. Reg. ea 49 
PUBLIC APPOINTMENTS 52 
GENERAL PRACTICE 54 
NON-MEDICAL 54 
MISCELLANEOUS 54 

The Terms and Ci Service o, of 
= yen and Dental appl 

we * 
, but 
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Academic and Educational THE UNIVERSITY OF LIVERPOOL 
ROYAL COLLEGE OF SURGEONS OF ENGLAND RADIOLOGY 
The University of Liverpool provides a FULL-TIME COURSE 
COURT OF EXAMINERS of 2 academic years leading to a Diploma in Radiol which can 
Notice is hereby given that the Council on 10TH NoveMBER, | be taken in either Radio-diagnosis or Radiothera wrepy -M.R.(D.) 
1955, will elect 5 Members of the Court of Examiners, 3 to | Liverpool or D.M.R.(T.) Liverpool), and w KK to 


examine in General Surgery, 1 in Ophthalmology and 1 in 
Otolar ‘ole f the Examiners retiring in rotation, 2, 
Prof. V. W. Dix and Mr. Hedley J. B. Atkins (both General 
Surgery), do not seek re-election. 

Fellows of the College desirous of becoming candidates for the 
Office must make application, in writing, to the Secretary on or 
before 30th September, 1955. 

Me ik ty CASSELS, Secretary. 

Lincoln’s Inn-fields, London, W.C 

UNIVERSITY OF “LONDON 
INSTITUTE OF ORTHOPDICS 
COURSE IN DISORDERS OF JOINTS 
17TH-22ND OCTOBER, 1955 
Monday, 17th October—Town Section 


Manipulation of Joints Mr. H. J. BURROWS 


Ankylosing Spondylitis . WINDEYER 

Intervertebral disc lesions .. .. Mr. J. 1. P. James 

The pathol of joint diseases .. Dr. H. A. Sissons 
Tuesday, 18th October—Town Section 

Internal derangement of knee Mr. R. Y. Paton 

Rheumatoid Arthritis in Dr. R. Nassm™m 

Hallux Valgus and Rigidus .. Mr. G. L. W. "beonar 

Fractures into Joints Mr. P. H. NEWMAN 
Wednesday, 19th Oc tober—Country “Section 

Bacteriology of Joint pee .. Dr. A. G. Towers 

C.D.H,. oa ak Mr. D. TREVOR 

Loose bodies in ‘joints | .. Mr. A. W. L. Kesser 

Chemistry of synovial fluid . Dr. P. G. WALKER 


Thursday, 20th October—C ‘ountry Section 
General Management of —_ tubercu- 


losis .. .. Dr. F. H. STEVENSON 
Etiology and Treatment of con- 
tractures .. Mr. R. L. G. Dawson 
Arthrodesis and Arthroplasty Mr. K. I. Nissen 
Septic Arthritis Mr. K. I. Nissen 
Friday, 2ist October- ~O ountry “Section 
Tuberculosis of hip and knee ° Mr. J. A. CHOLMELEY 
Tuberculosis of spine. Mr. H. J. SEDDON 
Saturda ay 22nd October Town Section 
Spondylolisthesis ‘ Mr. P. H. NEWMAN 


Dislocations .. Mr. H. J. BuRROows 
The fee for this course (ineludin lunch and tea) is 7 guineas. 
Early application should be made to The Dean, at 234, Great 
Portland-street, London, W.1. 
UNIVERSITY OF LONDON 
(BRITISH POSTGRADUATE MEDICAL FEDERATION ) 
INSTITUTE OF NEUROLOGY (Queen-square ) 





A COURSE OF LECTURES on “ Pain” will be given in the 
Lecture Theatre at The National Hospital, Queen-square, 
London, W a ule at 5.30 p.m. on the following dates :— 


Tues., 4th O .The Anatomy of..Dr. G. WEDDELL 
Pain 
Tues., Lith Oct...The Physiology of..Prof. Davip SLoME 
Pain 
Tues., 18th Oct...Psychological..Dr. MacDOoNALp 
Aspects of Pain CRITCHLEY 
Tues., 25th Oct...Headache .. .. Dr. J. St. C. ELKINGTON 
Tues., Ist Nov. ..Migraine ot .. Dr. J. St. C. ELKINGTON 
Tues., 8th Nov. ..Facial Pain .. ..Dr. M. J. MCARDLE 
Tues., 15th Nov...Pain in the Neck..Dr. PAUL SANDIFER 


and Upper Limbs 


Tues., 22nd Nov...Pain in relation to. .Dr. J. HAMILTON 


Lower Limbs PATERSON 
Tues., 29th Nov.. Tig See of. . Prof. C. A. KEELE 
‘ain 
Tues., 6th Dec. ..Intractable Pain..Mr. HARVEY JACKSON 
and its Surgical 
Tr atment 
Tues., 13th Dec. ..Central Pain..Dr. R. A. Henson 


including Painful 
Phantom Limbs 

The fee for attending the course will be 2 
single lecture 5s. 

Tickets may be obtained on ee to the Dean, Institute 
of Neurology (Queen-square ) he National Hospital, Queen- 
square, London, W.C.1 

TANCRED’S STUDENTSHIPS 
DIVINITY : MEDICINE : LAW 
£100 p.a. each. For Men only 


guineas, or for a 


Governors propose to elect 1 student in Divinity at 
Christ’s College, Cambridge, on the result of the Scholarship 
Examinations to be conducted in DECEMBER, 1955, by the 
Queens’, Christ’s, St. John’s, Emmanuel and Sidney Sussex Group 
of ¢ ‘olleges in the University of Cambri 

Candidates must have been born in England, Scotland or 
Wales, and be members of the Church of England and unmarried ; 
they must also be within the ages of 17 and 22 years. 

Candidates should in addition to making the necessary arrange- 
ments with the Managers of the above Scholarship examinations 
send in a Petition to the Clerk to the Tancred’s Foundation by 
ist November, 1955. 

Further announcements rooting to the Physic and Law 
Studentships awarded by this Foundation will appear in 
hy = and April, 1956. 

of for further particulars and form of Petition, stating 
kind 4 7»! and rim y, this paper to the Clerk, 
= Fe ba Howarkp, Esq., D.8.0 ncoln’s Inn-fields, London, 


The 


40 





graduates of approved m schools. (whic: 
begins in OCTOBER each year) allows a candidate to hold suitable 
approved hospital appointments during the second year, and 
covers the regulations ne my A by the Conjoint Board. ig -_ 
for the full 2-year course is £63. The degree of M.Rad. 
after report by the Faculty, be conferred on holders # x the 
D.M.R.(D.) or (T.) Liverpool under certain conditions. 
Applications for further information should be addressed to 
the Dean of the Faculty of Medicine. 
STANLEY DUMBELL, Registrar. _ 
EDINBURGH POST-GRADUATE BOARD FOR 
MEDICINE 





GENERAL SURGERY 
A 3 months course of post-graduate surgery suitable for 
surgeons requiring a refresher course in the =. outlook on 
general surgery or for graduates pre pecialise in 
surgery, starts on 19TH MARCH and 8TH —— AL M956. The 
programme has been reo so as to provide codrdinated 
Pintcal and systematic instruction in general surgery and 
specialised surgical units in Edinburgh. Fee £31 10s 
MEDICAL SCIENCES 
A 3 months course in Applied Anatomy, Physiology, Patho- 
logy, Bacteriology and Biochemistry wil) -- a R_. on 25TH JUNE, 
1956. This course is suitable <a -grad to take 


the Primary Fellowship Exam: ion, as a final" preparation in 
these subjects. Considerable —- knowledge is desirable 
prior to taking this course. Fee £31 10s 

2 courses in the Basic Sciences (Anatomy, Physiol , Patho- 
] , including ollege of Str will be conducted by the Fellows 
of the Ro von gy ~—-y and —— under the egis 
< the = nburgh uate Board for Medicine. tg 

urses, comp: Se Pmegy — demonstrations. n o 

13th FEBRUARY and 15TH OCTOBER, 1956, and "oomtinne ‘or 10 


weeks. Fee £26 5s. 
INTERNAL MEDICINE 
Courses lasting 12 weeks, suitable ae ae sreiuates wis 
antes edicine, begin on 
"These courses aA. of 
comprising lectures, clinical * demonstra- 


peediatrics is arranged in 
conjunction with the course in medicine, for which there is a 
smal] fee ; the numbers are limi 
Applications for nm me should be addressed to the Director 
of Post-Graduate Studies, Surgeons’ Hall, Edinburgh, 8, supply- 
ing particulars of qualifications and post-graduate experience. 
TUBERCULOSIS EDUCATIONAL INSTITUTE 


ms... day CLINICAL COURSES will be be held at the following sana- 
King | George V Hospital, Godalming, Surrey, on 28TH, 29TH 
and 30TH SEPTEMBER. 
— 2 Se, London, N.W.9, on 11TH, 12TH and 13TH 
sully I Hospital, Penarth, Glamorgan, on 19TH, 20TH and 2IsT 
2TOB 


3 guineas each course (excluding accommodation ). 

An INTENSIVE COURSE for General Practitioners—*‘ Tubercu- 
losis and the Tomas Doctor ”—will be held on 22ND and 23RD 
OCTOBER at Rexel Berkshire Hospital, Reading and 
neggees oe Cheet Hospi 


Further ; em may be obtained from the Secre' » 
Tuberculosis Educational Institu Tavistock House North, 
Tavistock-square, London, W.C.1. 


INSTITUTE OF NEUROLOGY (Queen-square) 


2 COURSES OF CLINICAL DEMONSTRATIONS, open to Post- 
graduates will be held at The National Hospital, Queen-square, 
On WEDNESDAYS at 4 P.M. from 5TH OCTOBER to 14TH DECEMBER, 
1955, yer d on ey: at 10.30 a.m. from IsT 
OCTOBER 17TH DECEMBER, 1955, inclusive. 

The toe’ for attending either of these — is 2 guineas. 

Application for a ticket should be made to T ~q Institute 
of Neurol Bev pp The National Moepneal. —— 
square, W. , and a remittance to cover the fee enclosed. Only 
postal applications will be considered. 

THE ROYAL INSTITUTE OF PUBLIC HEALTH AND 
HYGIENE 





Bee: 














THE ona AND THE DIPLOMA IN PUBLIC > WARE, AND 
THE DIPLOMA IN INDUSTRIAL HEAL 

The next bi-annual Course of Instruction tor tt the Certificate 
in Public Health . & P.H.) will commence on 30TH SEPTEMBER. 
1955. This leads to Coursés both for the Diploma in Public Health 
and for the Diploma in a ~The All Courses may be 
taken — whole-time or part-tim: 

Prospectuses, anes, cuteness forms, ona full details may be obtained 
from the 3 ee 8, Portland-place, London, W.1 (Telephone : 
LANgham 2731/ *(T840)). 


COURSE IN INDUSTRIAL MEDICINE : 


A short pPeacive Course in the Practice of Industrial Medicin 
held in the Department of Occupational Health, Man. 

ity, commencing MONDAY, 7TH NOVEMBER, 1955, 

‘ee 25 5s. Numbers uy limi 

a egg — further particulars may be obtained from the 

Secretary, N 4 Dopartesent of Occupational Health, Clinical 

Sciences pains. York-place, Manchester, 1 
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QUY’S HOSPITAL 





DIPLOMA IN PHYSICAL MEDICINE PART I 
The next course for this Diploma will begin during the first 
week of JANUARY, 
Full particulars from a Department, Guy’s Hospital 
Medical School, London, 8 
COURSE IN ORTHOPZADIC SURGERY 
HARLOW WOOD ORTHOPAEDIC HOSPITAL, near MANSFIELD, NOTTS 








7TH-11TH NOVEMBER, 10965 
7th Nov... Introduction ..Mr. S. A. S. MALKIN 
Clinical Teaching Round. : Mr. E. < NICOLL 
—Mansfield General 
Hospital 
8th Noy...The Réle of Plastic Sur-..Mr. D. WyNN-WILLIAMS 
gery in Orthopedics, 


with demonstration 
The Cervical Spine ..-Mr. A. N. BIRKETT 
Hand Surgery .. ..Mr. R. G. PULVERTAFT 


9th Nov...The Management of..Dr. J. M. MAcFIE 
Rheumatoid Arthritis 
by the Physician 
e Management of..Mr. L. Morris 
Rheumatoid Arthritis 
by the Surgeon 
Treatment of Osteo-..Mr. J. P. CAMPBELL 
arthritis of the Hip 
10th Nov...The Rehabilitation of the. .Mr. 8. A. 8. MALKIN 
ey ic Patient 
The cm ment of..Mr. J. P. JACKSON 
Orthop ic Tubercu- 
osis 
llth Nov...The Use of Contrast..Dr. E. J. S. TOWNSEND 
i, in Orthopedic 


ology 
Poliomyelitis ..Mr. W. J. SHARRARD 
Treatment of Paraplegia. .Mr. F. W. Ho_pswortTu 
due to Fracture Dis- 
location of ~y Dorso- 
lumbar § ope 
Professio: Negligence. .Mr. L. J. Tuomas, Legal 
Adviser to Sheffield 


Regional Board 

No fee for the Course. 

Applications to be sent to Secretary, Harlow Wood Ortho- 
peedic Hospital. Limited accommodation available, if required, 
at associated Hospital. 

THORACIC SURGERY 


TRAVELLING FELLOWSHIP TO AMERICA 
Apaications are invited from people of Senior Registrar o 
Consultant status working in Thoracic Surrery for a Fellowship 
in America for 1 year, commencing JULY, 1956. The Fellowship 
is provided through the generosity of the American Association 

for Thoracic Surgery. Further particulars are available if desired 

Applications, together with the pemee of 2 referees, should 
be sent before the 21st October, 1955, to— 

J. LEIGH COLLIS, Honorary Secretary, 
Society of Thoracic Surgeons. 

15, Highfield-road, Edgbaston, Birmingham, 15. 

ST. MARY'S air nat alg ag —-? (University 
OF LONDON), Paddi Appies ons are invited for the 
appointment of SE 1OR WEcre ER oN BACTERtOLOGY 
for an initial period of 3 years. Salary scale £1500-£100-—£1800 

ther with superannuation under the F.S.S.U. and children’s 
allowance. 

Applications (2 copies), together with the names of 3 referees, 
should be sent by 7th October, 1955, to the Secretary, from whom 
further particulars may be obtain ed. 

UNITED MANCHESTER HOSPITALS. a 
ROYAL INFIRMARY : UNIVERSITY DEPARTMENT OF ORTHO: 
SURGERY. Applications are invited for the post of RESEARCH 
FELLOW (non-resident) to the above bg tee eeptty Devest pepertens. 
The Fellow will be appointed to undertake Cl h into 
the incidence and natural history of Du Re oe, 's Contracture. 
He will work under the genera] direction of the Surgeon-in-charge 
= the University Department, and he will be expected to spend 

2 years on this project. In addition, he will have oppor- 
tunities of sharing in the general clinical work of the Depart- 
ment. Salary £850-£1000 according to experience, &c., plus 
travelling expenses. Inquiries about A. o sone of and the 
facilities for the pro research are in hey should be 
ad to Mr. D. LI. Griffiths, a we B, of the above 
Department. 

Apenetens, _ Pnaompenind by the names of 3 referees, should 
be sent to the retary (from whom application forms can 
obtained), the United Manchester Hospitals, Manchester Royal 
Infirmary, chester, 13, not later than 10th October, 1955. 
UNIVERSITY OF MALAYA, Singapore. Applications 
are invited poe ff) LECTU RESHIP kA & ) ASSISTANT LEC- 
TURESHIP I ATOMY dates holding medical 


and ability to teach gross anatom = be considered. Salary 

y qualified can oo SASe-O>- 5266S) 
£1540-£56-£1988 p.a.; (2 ) #114 roar wt . Re For non- 
yy) @ ere (1) wilah e4o-ei4 ia2/e1s4 56-£1820 p.a. ; 


099 p.a. Point of entry determined by quali- 
fications and experience. Allowances: expatriation in range 
£280-£308 p.a., cost-of-living in range 6210-2560 p.a. All paid 
n Malayan currency. Free for appoi fe, 
children under 12 years. Part-furnished quarters at reasonable 
rent. Provident Fund Scheme. 
oi Plications (6 copies), naming 3 referees, and detailing 
aes and experience, to be received by 7th October by 
tary, Inter-University Council for Higher Education 
omen 1, Gordon-square, London, W.C.1, from whom further 
particulars may be obtained. 























Hospital Services : Senior Appointments 





nee age ew METROPOLITAN REGIONAL HOS- 
PITAL B 

(1) CONSULTANT RADIOLOGIST (2 half-days a week), 
Highlands Hospital, Winchmore fear N.21 (818 Beds). 

Applications by 17th October 

(2) CONSULTANT NEUROPATHOLOGIST (5 half-days a 
week), West pee ——— for Neurology and Neurosurgery, 
Dean-street, W.1 (35 B: 

Applications Py 24th October 1955. 

Hospitals may be visited ws direct appointment. 

(3) BPH THALMOLOGIS (Senior Hospital Medical Officer 
— de), ae hours a week at each of the London County Council 
clinics a’ 
eon? Treatment Centre, 11, Clifton-terrace, N.4. Thursday 

Tnoo! 

Highgate School Treatment Centre, Chester-road, Swains- 
lane, N.19. Tuesday mornings. 

Candidates may apply for either or both of these appointments. 

Clinics may be visit by crreneamnass _—_ the Divisional 
Health Officer, 5S. Clerkenwell- road, E.C 

Applications yy, 2ist October, 1955. 
4) ASSISTANT PSYCHIATRIST (Senior Hospital Medical 
cer grade), 4 half-days a week, Hertfordshire Child Guidance 
i at Welwyn Garden City Health Centre, 
a branch of the Hill End Child Guidance Clin ic, which serves 
Hertfordshire. Applicants should have had full child guidance 
a and some additional clinic experience 

Clinic may be visited by appointment with the Medical 
Director, Hill End Clinic. 

Anoecea by 26th October, 1955. 

(5) 2 OPHTHALMOLOGISTS (part-time), Senior Hospital 
Medical Officer grade, at the following Middlesex County Council 
School Clinics :— 

ye Health Centre, wear Hall, Hendon. Wednesday mornings 

+ hours Ry sn tay 

did Health Centre, Oak- a Finchley.- Alternate Wednesday 

mornings 2} hours each visit 

Health Centre, Town Hall, Hendon*; or Health Centre, 
Cressingham- | eee Oak. Alternate Saturday mornings 
24 hours each v 

Clinics may be si cited by arrangement with the Area Medical 
Officer, Town Hall, Senden. N.W.4. 

Applications by "28th October, 1955. 

Application forms obtainable from, and returnable to, 
Secre North wert, : s caeemactaes Regional Hospital Board, 
11a, ] Portiand- -place, W 


QUEEN MARY'S F 5 ee (Roeh » 
S.W.15. Applications are invited for the appomement ue CON. - 
SULTANT in Cardiology which will be part-time (1 session per 
week). The appointment is subject to the terms and conditions 
of the National Health Service. Further information concerning 
the post can be obtained from the Medical Superintendent. 
Applications (9 copies), stating nationality, date of birth, 
quali oe beeen Spe present appointment (s), = the 
samecane addresses of 3 referees, should reach Ministry of Health, 
Hospital Management Branch, Norcross, Blackpool, cashire, 
by 8th October, 1955. 


ST. PETER’S, ST. PAUL'S AND ST. PHILIP’S HOS- 
PITALS. A vacancy for an ANASSTHETIST (Consultant) will 
occur on Ist Jan , 1956. 2 sessions weekly. 

Applications, sta’ eee and nalifications (9 copies) with 
names of 3 referees to the House Governor, at St. Peter’s Hos- 
pital, Henrietta-street, W.C.2. Applicants must be of Con- 
sultant, or Senior Hospital Medical Officer grade. Closing 
date 15th October, 1955. 


BIRMINGHAM REGIONAL HOSPITAL BOARD. Whole- 
time ASSISTANT PSYCHIATRISTS (81500-81950 p.a.) 
required :— 
(1) South Worcestershire Group 
Duties at Powick H tal, near Worcester (1076 Beds). 
Experience specialty and D.P.M. pwmeng Non-resident. 
(2) North Staffs (Mental B) pees 
Stallington Hall, Blythe Bridge Gnantet deficiency patients). 
avaliable. specialty and D.P.M. required. No accommodation 
av le 
lications (15 copies), stating name nationality. 
om ications, present and ort: appointments, and d 
of 3 referees, to grr us-road, Bi FS ige 15, 
before 3rd October, 1955 


CAMBRIDGE. THE “UNITED CAMBRIDGE HOS- 

PiIrats. ASSISTANT Le eg! Neate om hong required for whole- 

time duties at Addenbrooke’s H ital to take part in the work 

of the Radiotherapeutic Centre under the coma of the Director 

and the other Consultant Radiotherapists. on the Senior 
— Medical Officer scale (£1400-£50-£195 p.a.). 

ooeens (12 copies), stating age, nationality, qualifications 

‘details of present and past appointments, with names of 

to Secre' United Cambridge Hospitals, Adden- 

Bn s os Hospital, Cambridge, by 6th October. 


LEEDS REGIONAL HOSPITAL BOARD, Whole-time 
CONSULTANT PSYCHIATRIST for duties mainly at the 
De la Pole Hospital, ed pate near Hull (1000 Beds—including 
Neurosis Unit for female ients), together with duties at the 
Western General — Hull, the neg af Hospital 
Goole, afid at a Aftercare Centre with the Hull 
ion. Candidates should hold _o_ ualifications in 
icine and p the D.P.M. The candidate will 
be non-resident but will be required to ‘reulae within 5 miles of 
nest De la Pole ma 
Applicatio: copies), stating age, qualifications, and 
details of Po resent and previous appointments with ee. 
pes ag with the names of 3 referees, e Secretary, 


























4 





Harrogate, not later than 30th fF - 1955. 
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LEEDS REGIONAL HOSPITAL BOARD. Part-time 
CONSULTANT ANAESTHETIST (8 sessions per week) for 
duties at hospitals in the Huddersfield area. The person 
appointed to reside in Huddersfie!d. 

Applications (12 copies), stating age, qualifications, and 
details of present and previous appointments with dates, together 
with the names of 3 referees, to the Secretary, Park-parade, 
Harrogate, not later than 30t h September, 1955. 
MANCHESTER REGIONAL HOSPITAL BOARD. Whole- 
time or maximum Part-time Additional CONSULTANT 
RADIOLOGIST to the Oldham and District Hospital Centre 
——- Royal Infirmary, Oldham District General Hospital, 
&e. Vide experience and higher qualifications essential. 

pas. d forms from the Senior Administrative Medical 

Officer to the Board, Cheetwood-road, Manchester, 8, to be 
returned by 5th October, 1955. 
MANCHESTER REGIONAL HOSPITAL BOARD. Maxi- 
mum Part-time ASSISTANT OPHTHALMOLOGIST (Senior 
Hospital Medical Officer) to the Stockport and Buxton Hospital 
Centre (Stockport Infirmary, Stepping Hill Hospital, &c.), 
including duties amounting to 2 half-days weekly at associated 
School Eye Clinics in Stockport C.B. 

Application forms from the Senior Administrative Medical 

Officer to the Board, Cheetwood-road, Manchester, 8, to be 
returned by 3rd October, 1955. 
MANCHESTER REGIONAL HOSPITAL BOARD. Whole- 
time RESIDENT DEPUTY MEDICAL SUPERINTENDENT 
AND ASSISTANT PSYCHIATRIST (Senior Hospital Medical 
Officer) at Springfield (Mental) Hospital, Manchester (800 Beds). 
Temporary accommodation available in Hospital flat, modern 
detached house now being built in Hospital grounds. D.P.M. 
essential. 

Application forms from the Senior Administrative Medical 

Officer to the Board, Cheetwood-road, Manchester, 8, to be 
returned by 4th October, 1955. 
OXFORD REGIONAL HOSPITAL BOARD. Consultant 
DERMATOLOGIST (7 sessions a week) to the Hospitals in the 
Northampton and Kettering areas. The duties will include 
sessions at the Northampton General Hospital and an expansion 
of the work in the Kettering and Corby area. 

Applications (12 copies), stating age, qualifications, experience, 
and names of 3 referees, to reach the Secretary of the Board, 
from whom further details can be obtained, at 43, Banbury-road, 
Oxford, by 15th October. 


SOUTH-EASTERN REGIONAL HOS- 


SCOTLAND. 
PITAL BOARD. Applications are invited for a whole-time appoint- 
ment of ANASSTHETIST (Senior Hospital Medical flicer 


grade) for duty in the hospitals in the eastern half of the County 
of Fife, based on Kirkcaldy General Hospital. The appointment 
is ~~ to the terms and conditions of the National Health 
Service. 

Applications, giving particulars of age, qualifications and 
previous experience, together with the names of 3 referees, should 
be submitted to the Secretary, South-Eastern Regional Hospital 
Board, 11, Drumsheugh-gardens, Edinburgh, 3, by 8th October, 
1955. 


SHEFFIELD REGIONAL HOSPITAL BOARD. 
time ASSISTANT RADIOLOGIST for Leicester Royal 
Infirmary and Leicester General Hospital. The successful 
candidate will work under the direction of the Consultant 
Radiologist in charge and will be required to reside within 10 
miles of Leicester Royal Infirmary. Candidates should possess 
a Diploma in Radiology. Salary scale £1500-£50-£1950. 

Application forms and further details from Senior Adminis- 
trative Medical Officer, Sheffield Regional Hospital Board, Old 
pewaen-sent Sheffield, 10. Forms to be returned by 8th 
October, 1955. 


WEST CORNWALL CLINICAL AREA. South-Western 
REGIONAL HOSPITAL BOARD. Applications are invited for the 
appointment of CONSULTANT ORTHOPADIC SURGEON 
to the West Cornwall Clinical Area which comprises the districts 
of Truro, Bodmin, Newquay, St. Austell, Falmouth, Redruth 
and Penzance. The appointment may be ‘held on a whole-time 
or maximal! (9 sessions) part-time basis. The successful candidate 
will have charge of beds at the Royal Cornwall Infirmary, Truro, 
and will be required to visit other hospitals in the Clinical Area 
as determined by the Regional Board from time to time. 

Applications (12 copies), stating date of birth, qualifications 

and experience, together with the names and addresses of 2 
referees, should be sent to the Secretary of the Regional Hospital 
Board, 27, Tyndalls Park-road, Bristol, 8, not later than 30th 
September, 1955. 
AUSTRALIA. THE BROKEN HILL AND DISTRICT 
HOSPITAL, P.O. Box 457, BROKEN HILL, NEW SOUTH WALES, 
AUSTRALIA. Applications are invited for the position of RESI- 
DENT SURGEON SPECIALIST from qualified persons, prefer- 
ably with a Diploma of a Royal College of Surgeons, to the 
above Hospital, situated in a large industrial field, and which is 
a self-contained unit of 320 beds. Daily average of inpatients 
289, outpatients attendances approximately 100,000 p.a. This 
officer will act as an Assistant to the Chief Resident Medical 
Officer or Medical Superintendent. He will perform the opera- 
tional and surgical work of the Institution, but, as and when 
required, will have the assistance of the Honorary Surgical 
Staff, and visiting Town Practitioners. The position « ffers a 
unique opportunity for advancement in the surgical field. The 
salary range will be £2100 p.a.-€2500 p.a., according to experi- 
ence and qualifications, 30 days annual leave, and other excep- 
tional conditions. In addition to the above salary, full board 
and lodgings is available in the case of single applicants, and a 
residence is available for married applicants, with fuel, light 
and water added. 

Air-mail applications, addressed to the undersigned, are to 
state age, marital status, particulars of experience, qualifications, 
and enclose copy only of credentials. 

H. NANKIVELL, Secretary and Business Manager. 


Whole- 
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AUSTRALIA. THE BROKEN HILL AND DISTRICT 
HOSPITAL, P.O. Box 457, BROKEN HILL, NEW SOUTH WALES, 
AUSTRALIA. plications are invited from qualified persons for 
the position = RESIDENT PHYSICIAN. preferably with a 
Diploma of a Royal College of Physicians, to the above Hospital 
situated in a large industrial field, and which is a self-contained 
unit of 320 beds. Daily ey "of inpatients 289, outpatients 
attendances approximately 100,000 p.a. The salary range 
be £2250 p.a.—€2650 p.a. , according to experience and qualifica- 
tions, 30 = annual leave, and other exceptional conditions. 
The successful applicant will be the Chief Resident Medical 
Officer, acting in the capacity of a Medical Superintendent. The 
training of Junior Resident Medical Officers will also be his 
responsibility. In addition to the above salary, full board and 
lodgings is available in the case of single applicants, and a resi- 
dence is available for married applicants, with fuel, light and 
water added. 

Air-mail applications, addressed to the undersigned. are to state 
age, marital status, particulars of experience, qualifications, and 
enclose copy ¢ only of credentials. 

. NANKIVELL, Secretary and Business Manager. 
THE OTAGO HOSPITAL BOARD. 


NEW ZEALAND. 
ASSISTANT 


UNIVERSITY OF OTAGO, DUNEDIN, NEW ZEALAND. 
DIRECTOR, Anesthetic Services, Otago Hospital Board. 
LECTURER IN ANAESTHETICS, Otago Medical School. 
Applications are invited for the above position, commencing 
on ist Janua 956, from candidates who :— 

(a) hold ry tt ony qualification in anesthetics and have had 
5 or more years practical experience in this specialty, and have 
been qualified for not less than 10 years, or 

(6) have been qualified for a period of 15 years or more, and 
have had 8 years or more practical experience in anresthetics. 

The position is a full-time one, and private practice is not 
permitted. The position is designed as that of Senior Specialist 
under the Hospital Employment (Medical Officers) Regulations 


and Amendments. 

Salary scale: £1690 p.a._£1940 p.a., plus general wage 
increase of £81 7s. p.a. Duties will include the practical teaching 
of anesthetics to Medical and Dental Students. The position 
is non-resident. 

Application forms and conditions of appointment meg Be 
obtained from THE LANCET Office, 7, Adam-street, Adelphi, 
London, W.C.2; the office of the High Commissioner for New 
Zealand, 415, Strand, London, or from the undersigned. Appli- 
cations, stating age, ualifications, and experience, together 
with testimonials and Health and Radiological Cert a ay will 
be received by the undersigned until 10 a.m. on 25th 
October, 1955. W.A. WILLIAMSON, Secretary, Otago Hospital. 

P.O. Box 946. Dunedin, New Zealand. 

Whole-time 
uired 





WELSH REGIONAL HOSPITAL BOARD. 
Locum Tenens CONSULTANT E.N.T. SURGEON req 
Mid-Glamorgan area immediately for approximately 3 months. 

Applications, naming 2 referees, to Senior Seaeative 
Medical Officer, Temple of Peace, Cathays Park, Ci 


Hospital Services : Junior Appointments 








ACTON HOSPITAL, Gunnersbury-lane, W.3. Senior 
HOUSE OFFICER (resident) required for casualty duties. 
Post vacant 5th October, 1955. 
Applications to Hospital Secretary within 7 days. 
BOLINGBROKE HOSPITAL, Wandsworth Common, 
S.W.11. HOUSE PHYSICIAN (resident), vacant 15th October, 
1998. Open to registered practitioners and pre-registration candi- 
ates. 
Apply Hospital Secretary quciesing copies of 3 recent testi- 
monials by 21st September, 1955 
BRITISH HOSPITAL FOR “MOTHERS AND BABIES, 
Samuel-street, Woolwich, 8.E.18. OBSTETRICAL HOUSE 
OFFICERS. 2 appointments vacant 2nd November, 1955, 1 
Senior House Officer and 1 Junior House Officer. Both recog- 
nised for M.R.C.0.G. 6-month appointments and the Senior 
House Officer post may be renew for a further period. 
itpply to Group Secretary, Memorial Hospital, Woolwich, 
S.E.18. 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
RESIDENT HOUSE OFFICER required in Obstetrics and 
Gynecological Department. Post recognised for M.R.C.O.G. 
Appointment from 29th October, 1955 
Applications, with copies of 2 tectimentals, to Medical Director 
by 24th September, 1955. 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
SENIOR HOUSE OFFICER (Anesthetist), whole-time, 
resident, for 6 months, renewable. Previous experience in 
oe essential. Hospital is recognised for the D.A. and 
, A 
Applic ations, with copies of 2 testimonials or names of 2 
referees, to Medical Director by 21st September, 1955. 
CONNAUGHT HOSPITAL, Walthamstow, E.17. (118 
Beds.) Applications are invited for the post of CASUALTY 
OFFICER AND DEPUTY RESIDENT SURGICAL OFFICER, 
graded as Senior House Officer, vacant now. Recognised for 
F.R.C.S. Salary £745 p.a., less £150 p.a. for board, lodging, &c. 
Applications, with full details and copies of 2 recent t:sti- 
monials, should be sent immediately to Secretary, Hospital 
Management Committee, Forest Group, Langthorne-road, E.11. 
KING EDWARD MEMORIAL HOSPITAL, Ealing. Senior 
HOUSE OFFICER required 18th October, 1955, at King 
Edward Memorial Hospital, Ealing, for duty in Casualty, 
Orthopedic and Fracture Departments. Resident at Claypon 
Hospital, South Ealing, and in charge of beds there. 
Applications stating age, nationality, qualifications, with dates 
and details of experience, together with copies of 2 recent 
testimonials to Group Secretary, South West Middlesex Hospital 
Management Committee, West Middlesex Hospital, Isleworth, 
Middlesex, by 27th September, 1955. 
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GROVE PARK HOSPITAL, Lee, London, 8.E.12. Lewi- 
SHAM GROUP HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited for an appointment of JUNIOR HOSPITAL 
MEDICAL OFFICER in Chest Diseases, at the above Hospital, 
which may include duties at Lewisham Chest Clinic occasionally. 
Candidates should have good experience in general medicine 
and in the diagnosis and treatment of pulmonary tuberculosis 
in adults. Resident or non-resident post, vacant 3rd October 
and tenable for 3 years in the first instance. Salary scale £775— 
£50-£1075 p.a. 

Applications, stating age, qualifications and experience, with 
relevant dates, together with names and addresses of 3 referees, 
fo oe Secretary, Group Offices, Lewisham Hospital, London, 
HAMMERSMITH HOSPITAL AND POSTGRADUATE 
MEDICAL SCHOOL, Ducane-road, London, W.12. HOUSE SUR- 
GEON (general surgery) required Ist October. 

Applications, stating age, qualifications, experience, copies of 
2 recent testimonials, to Secretary, Board of Governors, by 
24th September. 

LAMBETH HOSPITAL, Brook- -drive, Ee oy s. aoe 

Applications are invited from pre-registered tered 
medical practitioners for the position of RESIDENT OUSE 

PHYSICIAN, falling vacant in early October. Salary in 
accordance with the National Health Service Act. 

Forms of application to be obtained from the Physician- 

Superintendent at the Hospital. Stamped addressed envelope 
should be enclosed. 
LAMBETH HOSPITAL, Brook-drive, 8.E.1 ~ Applica- 
tions are invited for appointment of RESIDENT CASUALTY 
OFFICER, as from Ist November, 1955. The position is graded 
as Senior House Officer or House Officer, according to experience, 
and is recognised for the F.R.C.S. 

Forms of application from the Physician-Superintendent. 
METROPOLITAN HOSPITAL, Kingsland-road, London, 
E.8. (Acute General—147 Beds.) Applications are invited for 
CLINICAL ASSISTANT appointments in Psychiatry. 2 general 
practitioner sessions a week : Tuesday afternoon and evening, 
and Wednesday afternoon. Salary per session £175 p.a. 

Applications stating qualifications, experience, and enclosing 

3 testimonials, to be addressed to the Hospital Secretary by 
ist October, 1955. 
MIDDLESEX HOSPITAL, W.1. Applications ‘invited for 
post of SENIOR REGISTRAR to Psychiatric Department, 
vacant Ist January, tenable at St. Luke’s-Woodside Hospital, 
N.10. Married quarters available. 

Rules and application forms obtainable from Deputy Super- 
intendent, should be returned, naming 2 referees, by 7th October. 
NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 

MEDICAL REGISTRAR (resident or non- aneont sleeping 
in on duty nights), St. Andrew’s Hospital, Dow, E.3. Pediatric 
experience desirable. 

MEDICAL REGISTRAR (non-resident), West Ham Group 
of hospitals. 

REGISTRAR in Tuberculosis (resident or non-resident), 
Myland Hospital and Colchester Chest Clinic, Colchester, Essex. 

GERIATRIC REGISTRAR (resident or non-resident), 
St. Matthew’s Hospital, N.1. 

SURGICAL REGISTRAR (resident or non-resident sleeping 
in on rr ag nights), Mile End Hospital, E.1. Recognised 
for F.R.C.S8. 

SU ROIC AL REGISTRAR (resident), St. Andrew’s Hospital, 
Billericay, Essex 

Part-time E.N.T. SURGICAL REGISTRAR (non-resident), 
Queen Elizabeth Hospital for Children. 4 sessions a week to 
cover duties at Hackney-road and Shadwell branches. 

Appointments subject to review after 1 year. 

Application forms from Secretary, 114, Portland-place, W.1, 
to be returned by Ist October, 1955. 

NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
2 OBSTETRIC AND GYNACOLOGICAL HOUSE SURGEONS 
(resident) required for Ist November, 1955. 

(a) Regittered medical practitioner. 

(b) Pre-registration (second post). 

Both posts recognised by R.C.O.G. for Diploma, and as a 
combined post for Membership. Candidates must have held 
house appointments in either medicine or surgery. Large 
Obstetric and Gynecological Department. 

Applications (in own handwriting), stating age, nationality, 

qualific ations, experience, with copies of recent testimonials, to 
Secretary of Hospital, by 27th September. 

POPLAR HOSPITAL, East India Dock-road, E.14. Senior 
HOUSE OFFICER required at above Hospital. Duties are 
mainly in connection with the Receiving-room and Casualty 
Departments. Preference will be given to a candidate who is 
preparing for a higher qualification. 

Applications to the Group Secretary, Bow Group Hospital 
Management Committee, 24, Bow -road, E.3. 


PRINCE OF WALES’ 'S GENERAL HOSPITAL. (248 
Beds.) Applications are invited from registered medical practi- 
tioners for the post of SENIOR HOUSE OFFICER RESIDENT 
HOUSE SURGEON to Orthopedic, Fracture, and Traumatic 
Department, E.N.T. Department, and SENIOR CASUALTY 
OFFICER, for a period of 6 months vacant 23rd September, 1955. 

Application form from Secretary, x) a Group Hospital 
Management Committee, The Green, N.15 


PUTNEY HOSPITAL, Lower Gensaien. Putney, S.W.15. 
CASUALTY OFFICE R AND E.N.T. HOUSE SURGEON, 
vacant lith October. 
CASUALTY OFFICER AND FRACTURE HOUSE SUR- 
GEON, vacant 19th October. 
Both yar non-resident. Senior House Officer grade, recog- 
ised F.R.( 
+. Apply Hospital Secretary, enclosing 3 recent testimonials not 
later than 28th September. 




















tage BEATR'CE HOSPITAL, Earls Court, London, 
S.W.! CASUALTY OFFICER (some anesthetic duties). 
Resident. Senior House Officer grade. 

Applications, stating age, qualifications, with 3 testimonials, 
ie House Governor not later than Thursday, 29th September, 

55. 

QUEEN MARY’S HOSPITAL (Roehampton), London, 
S.W.15. (532 Beds.) REGISTRAR eye $4 required for 
whole-time duty. National Health Service terms and conditions 
of service. 

Detailed applications (9 copies), giving nationality, date of 

birth, qualifications and experience, including present appoint- 
ments and the names of 3 referees, should reach Ministry of 
Health, Hospital Management Branch, Norcross, Blackpool, 
Lancashire, _by 8th October, 1955. 
QUEEN MARY’S HOSPITAL FOR THE EAST £ END, 
Stratford, London, E.15. HOUSE PHYSICIAN (Male or 
Female) required (third post) for 6 months commencing 
6th November, 1955. 

Applications, with copies of recent_ testimonials, to Group 

Secre peed West Ham Group Hospital Management Committee, 
Stratford, E.15, by 26th eptember. 1955. 
ROYAL FREE HOSPITAL, Reotioations are 
invited for the post of RESIDENT 8 SENIOR HOUSE OFFICER 
to the Radiotherapy Department. Applicants should be 
registered medical practitioners, and the appointment is suitable 
for a candidate doing a postgraduate course in radiotherapy. 
The appointment is for 1 year in the first instance. Salary and 
conditions of service in accordance with the terms laid down 
by the Ministry of Health 

Application forms may “be obtained from the Secretary to the 

Board of nm. The Royal Free Hospital, Gray’s Inn-road, 
London, W.C.1, to whom they should be returned not later than 
30th September, 1955. 
ROYAL MARSDEN HOSPITAL, Fulham-road, London 
S.W.3. Applications are invited from _ registere d medical 
practitioners for the post of HOUSE SURGEON (resident) 
to commence duty on 23rd November, 1955. Salary £525 p.a. 
The post is tenable for 6 months. 

Forms of application are obtainable from the House Governor, 
to whom applications, together with copies of 3 recent. testi- 
monials, should be sent not later than 5th October, 1955. 
ROYAL NATIONAL Veneer. NOSE AND EAR HOS- 
PITAL, Gray’s Inn-road, W.C.1, and Golden-square, W.1, with 
which is associated the Institute of Laryngology and Otol 
(University of London). Genere| Practitioner CLINICA 
ASSISTANTS AND OUTPATIENT ASSISTANTS These 
a ay ge a give those engaged in general practice who are 

to attend for 2 sessions a commencing in October, 
1955, the copennay of widening their clinical experience in 
the specialty The Clinical Assistantships are honorary, but at 
the end of a 3-month trainee period the holders will be appointed 
as Outpatient Assistants with remuneration under paragrap 
10 @) of the National Health Service terms and conditions "a 
service. 

Further particulars may be obtained from the House Governor. 
ROYAL NATIONAL THROAT, NOSE AND EAR HOS- 
PITAL, Gray’s Inn-road, W.C.1, and Golden-square, W.1. 
RESIDENT HOUSE SURGEON (post-registration post). 
Applications are invited for a 6-month appointment as from 
Ist November, 1955, with salary and conditions as laid down 
for House Officers, in the terms and conditions of service in the 
National Health Service. 

Applications, stating age, qualifications, full details of previous 
experience (particularly in this specialty), with copies of 1-3 
recent testimonials, should be sent to the House Governor 
immediately. 

ROYAL NORTHERN HOSPITAL, Holloway, London, N.7. 
HOUSE PHYSICIAN (pre- or post-registration) required 
2ist October, 1955. 

Applications, with copies of recent testimonials, to be sent 

to the Hospital Secretary by 27th September, 1955. 
SOUTH LODGE HOSPITAL, World’s End- -lane, N.21. 
HOUSE OFFICER (first, second, or third post—not pre-regis- 
tration), resident. General duties as directed by the Medical 
Superintendent. National Health Service salary plus £50 p.a. 
Vacant Ist November, 1955. 

Applications, with names and addresses of 2 referees, to the 
Group Secretary, Enfield Group Hospital Management Com- 
mittee, Chase Farm Hospital. The Ridgeway, Enfield, Middlesex. 














SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, 8.W.4. Applications are invited 
from pre-registration and registered Female medical practi- 
tioners for the appointment of HOUSE SURGEON, vacant 
27th October, 1955, for a period of 6 months. Rec ognised for 
F. C.S. 
Form of application from Secretary. 
ST. MARY'S Applications are invited 














S HOSPITAL, W.2. 
for the post of Part-time REGISTRAR to the Psychiatric 
Department (inpatient and outpatient) for 4 notional half-days 
per week. Previous experience in psychiatry is n 
preference will be given to candidates holding the D.P. Me 
The appointment will be for a first period of 12 months, as from 
a date to be arranged ; remuneration at Registrar rates. 
Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, details and National Health 
Service gradings of previous and present appointments, together 
with the names and addresses of 3 referees, should reach ALAN 
PowpitTcH, House Governor, not later than 5th October, 1955. 


ST. ANDREW’S HOSPITAL, Bow, E.3. Applications are 
invited for the post of HOU SE PHYSICIAN (recognised pre- 
registration post), vacant on 14th October. Post is tenable 1 for 
6 months. 

Applications, stating age and qualifications, with copy of at 
least 1 testimonial, should be sent to the Medical Superintendent, 
St. Andrew’s Hospital, Bow, E.3 
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ST. ANDREW’S HOSPITAL, Bow, E.3. Bow Group 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
from registered medical practitioners for en nt as 
SENIOR HOUSE OFFICER AN4STHETIS' 

Applications, stating age, qualifications a experience, 
with copies of 3 testimonials, should be sent to the Group 
Secretary, Bow Group Hospital Management Committee, 
2a, Bow-road, London, E.3 
ST. CHARLES’ ‘HOSPITAL, ~Ladbroke-grove, w.10. 
(581 Beds.) ye are invited for the post of SENIOR 
HOUSE OFFICER (casualty), resident or non-resident. 

Applications, stating age, qualifications and experience, 
together with the names and addresses of 2 referees, to be for- 
warded to the Hospital Secretary immediately. 

ST. JAMES’ HOSPITAL, Baiham, 8.W.12. Senior House 
OFFICER (orthopedic and trauma). Post recognised for 
F.R.C.S.. Vacant 3rd November. 

Applications stating age, qualifications, experience, and 
names of 2 referees, to Group Secretary, Wandsworth Hospital 
Group, at above address by 24th September. 

ST. NICHOLAS HOSPITAL, Tewson-road, Piumstead;, 
S.E.18. HOUSE PHYSICIAN, vacant Ist November. Approved 
for pre-registration purposes. 

Apply to Group Secretary, Memorial Hospital, Woolwich, 
8.E.18 
ST. PETER’S, ST. PAUL'S AND ST. PHILIP’S HOS- 
PITALS. Required, SENIOR REGISTRAR (fifth year) for 
general laboratory duties and some emergency work. Good 
experience of bac teriology and serology desirable. Opportunities 
for research. Appointment on an annual basis. 

Applications (12 copies) to the House Governor, St. Peter's 
Hospital, Henrietta-street, W.C.2, stating age, qualifications, 
and experience, and one losing the names of 2 referees. Closing 
date 8th October, 195 
WANSTEAD HOSPITAL, Hermon Hill, E.11. (191 Beds.) 
Applications are invited for the post of CASU ALTY OFFICER, 
recognised for F.R.C.S. Graded Senior House Officer Salary 
£745 p.a., less £150 p.a. for board, lodging, &c. 

Applic ‘ations, with full details ‘and copies of 2 recent _testi- 
monials, should be sent immediately to the Secretary, Forest 
Group Hospital Management Committee, Langthorne-road, E.11. 
WESTMINSTER HOSPITAL, St. John’ s-gardens, S.W.1. 

Applications invited for post of SENIOR HOUSE OFFICER 
to Radiotherapy Department for 1 year from Ist November, 
1955. 

Applications (7 copies), with names of 2 referees, to House 
Governor by 30th September. 

WESTMINSTER HOSPITAL, St. John’s-gardens, S.W.1. 
Applications invited for post ot REGISTRAR to Psychiatric 
Department for 1 year in first instance from Ist December, 1955. 

Applications (4 copies), with names of 2 referees, to House 
Governor by 30th September. 

WHIPPS CROSS HOSPITAL, London, E.11. Leytonstone 
(No. 10) HOSPITAL GROUP. Applications are invited from fully 
tered medical practitioners for the ost of HOUSE 

YSICIAN (post-registration) in the Pediatric Department 
at above Hospital. This post, which will be vacant in early 
October, is recognised for the D.C.H examination. 

Application forms from the Hospital Secretary, to be returned 

by 27th September, 1955. 
WHIPPS CROSS HOSPITAL, London, E.11. Leytonstone 
(NO. 10) HOSPITAL GROUP. ee are invited for the post 
of HOUSE PHYSICIAN (post-registration) in the Group 
Geriatric Unit at above Hospital, which will be vacant from 
8th November, 1955 

Application forms from the Hospital Secretary to be returned 
by 27th September, 1955. 

WHIPPS CROSS HOSPITAL, London, E.11. Leytonstone 
(No. 10) HOSPITAL GROUP. Applications are invited from fully 
registered medical practitioners for the post of HOUSE SURGEON 
in the Orthopedic Department at above Hospital. This 
post, which is at present vacant, is recognised for the F.R.C.S. 

Application forms from the Hospital Secretary, to whom they 

should be returned as soon as possible. 
WOOLWICH GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Locum SURGICAL REGISTRAR required from 26th 
September to 22nd October. Resident post. Main duties at 
Memorial Hospital. 

Apply to Group Secretary, Memorial Hospital, Shooters Hill, 
Woolwich, 8.E.18 (WOO. 2670) 

AYLESBURY, BUCKINGHAMSHIRE. STOKE MANDE- 
VILLE HOSPITAL. Appleone are invited for the post of RESI- 
DENT HOUSE PHYSICIAN in the Department of Medicine. 
Pre-registration post but registered practitioners may apply. 
Duties include responsibility for 15 tuberculosis beds. 
vacant 2nd October, 1955. 

Applications, with copies of 2 testimonials, to the Administra- 
tive Officer. 


AYLESBURY, BUCKINGHAMSHIRE. STOKE MANDE- 
VILLE HOSPITAL. Applications are invited for the post of HOUSE 
PHYSICIAN (Senior Resident Medical Officer) for the Acute 
General Medicine Unit, which comprises 2 Registrars and 3 
Resident House Physicians. The post is of Senior House 
Officer grade, and is vacant on 26th September, 1955. 

Applications, together with copies of 3 recent testimonials, 
to the Administrative Officer. 


ABERDEEN GENERAL HOSPITALS BOARD OF 
MANAGEMENT. Applic ations are invited for the post of SENIOR 
HOUSE OFFICER in Orthopedics at the Aberdeen Royal 
Infirmary. The post is non-resident and applicants should have 
previous experience in general surgery. 

Applications, giving details of qualifications and experience, 
with the names of 2 referees, should be lodged with the Secretary, 
Aberdeen General Hospitals, P.O. Box 92, 62, Queen’s-road, 
Aberdeen, within 14 days of the appearance of this advertisement. 
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ABERDEEN GENERAL HOSPITALS BOARD OF 
MANAGEMENT. ABERDEEN ROYAL INFIRMARY. | Applications are 
invited for the appointment of a REGISTRAR in Ophthalmology 


for the above Hospital. The post is a whole-time one and is 
non-resident. Salary and conditions of service are in accordance 
with the terms issued by the Department of Health for Scotiand. 

Applications, giving details of qualifications and experience, 
with the names of 2 referees, should be lodged with the Secretary, 
Aberdeen General Hospitals, P.O. Box 92, 62, Queen’s-road, 
Aberdeen, within 14 days of the appearance of this advertisement. 
ABERDEEN GENERAL HOSPITALS BOARD OF 
MANAGEMENT. Applications are invited for the appointment of 
2 REGISTRARS in General Surgery to Aberdeen Royal 
Infirmary and Woodend General Hospital. The posts are whole- 
time ones and non-resident. Salary and conditions of service 
are in accordance with the terms issued by the Department of 
Health for Scotland. 

Applications, giving details of qualifications and experience, 
with the names of 2 referees, should be lodged with the Secretary, 
Aberdeen General Hospitals, P.O. Box 92, 62, Queen’s-road, 
Aberdeen, within 14 days of the appearance of this advertisement. 
ABERDEEN GENERAL HOSPITALS BOARD OF 
MANAGEMENT. Applic ations are invited for the post of JUNIOR 
HOSPITAL MEDICAL OFFICER in Orthopedics at the 
Aberdeen Royal Infirmary. The post is non-resident and 
applicants should have previous experience in general surgery. 

Applications, giving details of qualifications and experience, 
with the names of 2 referees, should be lodged with the wna tos 
Aberdeen General Hospitals, P.O. Box 92, 62, Queen’s-road, 
Aberdeen, within 14 days of the appearance of this advertisement., 
ASHFORD FE aaa tt a Ashford, Middlesex. Staines 
GROUP HOSPITAL MANAGEMENT COMMITTEE. RES IDENT 
HOUSE SURGEON (Male) required at above Hospital for 
Traumatic and Orthopedic Unit. 6-month appointment, 
pa SL on ist October. Preference given to pre-registration 
candidates 

Applications, stating age, qualifications and experience, with 
copies of up to 3 recent testimonials, to Medical Director of 
Hospital immediately. ae De ae 
ASHFORD HOSPITAL, Ashford, Middlesex. Staines 
GROUP HOSPITAL MANAGEMENT COMMITTEE. Required, RESI- 
DENT HOUSE OFFICER (Male) for special departments 
(E.N.T., peediatrics, ophthalmology, dermatology, &c.). 6- 
pea appointment, now vacant. Offers good experience 
before general practice. Not suitable for pre-registration 
candidates. 

Applications, stating age, qualifications and experience, with 
copies of up to 3 recent testimonials, to Medical Director of 
Hospital. 
BARROW-IN-FURNESS. NORTH LONSDALE HOS- 
PITAL. MANCHESTER REGIONAL HOSPITAL BOARD. Applications 
are invited for a post of SURGICAL REGISTRAR (resident or 
non-resident) at the above Hospital, vacant at end of October. 
Post recognised for F.R.C. 

Applications to Group Secretary Barrow and Furness Hospital 

Management Committee, 52, Paradise-street, Barrow-in-Furness, 
not later than 23rd September, 1955. 
BASINGSTOKE, HAMPSHIRE. ROOKSDOWN HOUSE 
PLASTIC AND JAW UNIT. Applications are invited for the appoint- 
ment of SENIOR HOUSE OFFICEI National salary scale 
and conditions. Interesting work which includes plastic surgery 
of all varieties, war injuries, congenital abnormalities, and burns 
at all stages, in special ‘‘ burns ” centre. 

Apply, stating experience and the names of 2 persons for 
reference, to the Medical Superintendent as soon as possible, 
BEBINGTON, CHESHIRE. CLATTERBRIDGE HOS- 
PITAL. (730 Beds.) CENTRAL WIRRAL GROUP. Resident Locum 
JUNIOR HOSPITAL MEDICAL OFFICER (orthopedics 
casualties) required for period Ist-28th November, 1955. 

Applications, with full particulars, to the Hospital Secretary, * 

as soon as possible. 
BENENDEN SANATORIUM (Civil Service Sanatorium 
Society ), BENENDEN, hear CRANBROOK, KENT. SENIOR HOUSE 
OFFICER (resident). Applications are invited from registered 
medical practitioners (Male or Female), for the resident post of 
Senior House Officer. Salary £650 p.a. with free board and 
lodgings. The Sanatorium is independent of the National Health 
Service. Superannuation scheme in operation. The Sanatorium 
of 208 Beds is for the treatment of adult male and female 
yatients with pulmonary disease, tuberculous and non-tubercu- 
ous. New major Thoracic Surgical Unit just opened. 

Applications, stating age, qualifications, previous experience 
with copies of testimonials, should be sent to Chief Medical 
Officer as soon as possible. me 
BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
(229 Beds.) HOUSE SURGEON (first, second, or third post), 
vacant shortly. General surgical duties, some orthopedics. 
Offering good opportunity for general experience in a: acute 
General Hospital. } ied quarters available. Recognised for 
F.R.C.S. Approved pre-registration post. Fully qualified 
practitioners may apply. 

Applications to Group Secretary. 

BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
(229 Beds.) ORTHOPZX,DIC HOUSE SURGEON (first, 
second, or third post). Offers good opportunity for general 
experience in busy acute general hospital. Approved pre- 
registration post. Fully qualified practitioners may apply. 
Recognised for F.R.C.S. 

Apply to Group Secretary. 

BIRMINGHAM. SORRENTO MATERNITY HOS- 
PITAL, Wake Green-road, BIRMINGHAM, 13, (112 Beds, including 
24 premature baby cots.) OBSTETRIC HOUSE SURGEON 
Recognised for D.Obst. R.C.O.G. Hospital affiliated to Birm- 
ingham Medical School for training of students. Vacant Ist 
November, 1955. 

Applications to Obstetrician by 28th September, 1955. 
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BIRMINGHAM AND MIDLAND EAR AND THROAT 
HOSPITAL, Edmund-street, BIRMINGHAM, 3. HOUSE OFFICER 
required. Pre-registration considered. 

Jetailed applications, with copies of 2 recent testimonials, to 
Secretary, Dudley Road Hospital, Birmingham, 18. 2 
BIRMINGHAM REGIONAL HOSPITAL BOARD. 

(1) Birmingham (Selly Oak) Group, Oak Tree-lane, 


Birmingham, 

(a) REGISTRAR (E.N.T. Department—(39 Beds), non- 
resident. Experience specialty and higher qualification an 
advantage. 

(b) REGISTRAR (general surgery), resident. Duties at 


Solihull and Little Bromwich General Hospitals. Higher quali- 


fication desirable. 


(2) Shrewsbury Group, Royal Salop' infirmary, 

Shrewsbury 
REGISTRAR tb. N.T. surgery). Eye, Ear and Throat 
Resident/ 


Hospital (68 Beds), and Copthorne Hospital ( ‘168 Beds). 
non-resident. Conaiterable experience specialty desirable. 

hg ey forms from Group Secretaries, to be returned 
before 3rd October, 1955. Candidates may visit hospitals. — 
BIRMINGHAM TSANATORIA) GROUP. 

(a) MEDICAL REGISTRAR. Chest diseases, including 
tuberculosis—Yardley Green Hospital (413 Beds) Thoracic 
Surgical Department (66 Beds) and Birmingham Chest Clinic. 


Resident. 

(6) MEDICAL REGISTRAR. Chest diseases including 
tuberculosis—Romsley Hill Hospital (133 Beds, including 
Tuberculous; Diabetic Unit) and Birmingham Chest Clinic. 


Resident. 

(c) REGISTRAR. Thoracic Surgical Unit (66 Beds)— 
Yardley Green Hospital. Tuberculous and non-tuberculous 
surgery. Experience general surgery essential. If married, house 
near Hospital may be available. 

Application forms from Group Secretary, 
Hospital, Birmingham, 9, to be returned by 
Candidates may visit hospitals. 
BIRMINGHAM. THE UNITED BIRMINGHAM H 
PITALS. Applications are invited for the post of RESIDEN T 
REGISTRAR in Anesthetics to the United Hospitals. The 
appointment is tenable for 1 year in the first instance. Preference 
will be given Me candidates who have passed Part I, D.A., or 
Primary F.F.A.R.C.S8. 

pr A ing ‘jane 
United Birmingham 
Birmingham, Fog and 
September, 19 ee ae ye CaS ey me; Seay 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. QUEEN ELIZABETH HOSPITAL. Applications are invited 
for the post of SURGICAL REGISTRAR (Registrar grade). 
This post is designed to give experience in neurosurgery and 
plastic surgery and would be suitable for trainees in general 
surgery, orthopedic and other branches of surgery. The 
appointment is tenable for 6 months in the first instance with 
the possibility of reappointment for a further period of time. 
The successful candidate may be required to be resident. 

Application forms may be obtained from the Secretary, 
United Birmingham Hospitals, Queen Elizabeth Hospital, 
Edgbaston, Birmingham, 15, and should be returned to him 
by_ 30th September, 1955. _ 
BIRMINGHAM. UNITED BIRMINGHAM HOSPITALS 
BIRMINGHAM AND MIDLAND HOSPITAL FOR WOMEN, Showell 
Green-lane, SPARKHILL, BIRMINGHAM, 11. Applications are 
invited from registered medical practitioners for the post of 
RESIDENT GYNACOLOGICAL HOUSE SURGEON for 
duty with the Professorial Unit from Ist December, 1955. The 
appointment is recognised for the M.R.C.0.G. 

Application forms, obtainable from the House Governor at 
the above address, to be returned not later than 10th October, 
1955. G. A. PHALP, Secretary. 
BISHOP AUCKLAND, co. DURHAM. THE GENERAL 
HOSPITAL. (350 Beds.) SOUTH WEST DURHAM HOSPITAL MANAGE- 
MENT COMMITTEE. HOUSE SURGEON required. Recognised 
pre-registration post. 

Apply, naming 2 referees, to K. G. T. 
Secretary, at the above address. Sie) ee) S 
BISHOP'S STORTFORD AND DISTRICT HOSPITAL, 
Rye-street, BISHOP’S STORTFORD, HERTS. (67 Beds—medical, 

surgical and maternity. Midway between London and Cambridge. 
Main Line “or A A Liverpool Street.) Applications are 
invited from re medical practitioners for the appoint- 
ment of RESIDENT rSENION HOUSE eee Bs 4 
ment to commence as soon as possible. 

Applications, stating age, nationality, Aw 4. Se and 
experience, with anetene of recent testimonials or names of referees, 
should be sent to the ~~ omeen Secretary, Haymeads Hospital, 
Bishop’s Stortford, Herts 
BRISTOL. SOUTHMEAD GENERAL HOSPITAL 
GROUP MANAGEMENT COMMITTEE. Required, at Mortimer House 
Maternity Hospital, Clifton, Bristol (35 Beds), RESIDENT 
SENIOR HOUSE OFFICER for 12 months commencing Ist 
October, 1955. 

Applications to be submitted to the Group Secretary, South- 
mead Hospital, Bristol, forthwith. ; ne or 4 
BRISTOL. STAPLETON HOSPITAL. (750 Beds.) 
JU NIOR HOSPITAL MEDICAL OFFICER. Salary £775- 

£50-£1075. Unfurnished flat available at economic rent close 
a Hospital. The Hospital caters for acute and chronic illness 
in older age groups. All ancillary services available. Consultant 
staff visit regularly and there is ample time for postgraduate 
study. 

Applications, stating age, nationality, whether married or 
single, experience, qualifications, and names and addresses of 
2 referees, to be sent to the Group Secretary, Stapleton Hospital 
Management Committee, 200, Manor-road, Fishponds, Bristol, 
within 14 days of the appearance of this advertisement. 
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BRISTOL. THE BOARD OF GOVERNORS OF THE 
UNITED BRISTOL HOSPITALS AND THE SOUTH-WESTERN REGIONAL 
HOSPITAL BOARD. Applications are invited by the above Boards 
from registered medical practitioners for the joint appointment 
of REGISTRAR in General Medicine. The appointment will 
be held for 1 year in the first instance and be renewable for a 
further year. The successful candidate will be appointed to 
work for the first year at St. Martin’s Hospital and at the Royal 
National Hospital for Rheumatic Diseases, Bath, and to under- 
sae Suenos at other hospitals in the Group as circumstances 
require. 

Applications stating date of birth, qualifications and experi- 
ence, together with the names and addresses of 2 referees, should 
be sent to the Secretary of the Regional Hospital Board, 27, 


Tyndalls Park-road, Bristol, 8, not later than 30th September, 
1955. 
BLACKPOOL. VICTORIA HOSPITAL. (348 Beds.) 


SENIOR HOUSE OFFICER (E.N.T. Department). Recog- 
nised for the D.L.O. and F.R.C.S. This is a busy general 
hospital with a large Outpatient Department. The post offers 
excellent opportunities for experience for a practitioner intending 
to take up otolaryngology as a career. It is the senior training 
post in the specialty, and reasonable off duty periods give ample 
time for study purposes. 

Applications giving age, qualifications, experience and the 

names and addresses of 2 referees, should be sent to the Hospital 
Secretary. 
BLACKPOOL. VICTORIA HOSPITAL. (348 8.) 
Applications are invited for the post of RESIDENT HOUSE 
OFFICER (gynecology and obstetrics), which is recognised for 
M.R.C.O.G. and for pre-registration purposes. Post vacant 
Ist November, 1955. his is a busy general hospital with a large 
Outpatient Department and the post offers excellent oppor- 
tunities for experience under Consultant Gyneecologists and 
Obstetricians. 

Applications, with names and addresses of referees, to the 
Hospital Secretary. 

BOLTON. THE ROYAL INFIRMARY. (237 Beds.) 
RESIDENT SENIOR HOUSE OFFICER. in Ortho vir 
Surgery. Tenable for 12 months and recognised for F.R.C 

Applications, with the names of 2 referees, to Group Sec: on . 
Bolton and District Hospital Management Committee, The 
Royal Infirmary, Bolton. ¥ , 
pees the ESSEX. BLACK NOTLEY HOSPITAL. 

»plications invited for the posts of HOUSE SURGEON 
a HOUSE PHYSICIAN. The successful applicant will 
serve 6 months as House Surgeon followed by 6 months as 
House Physician. First, second, third, or pre-registration posts. 
Surgical post includes duties in general surgical and gynmeco- 
logical wards. Recognised for F.R.C.S. Medical post includes 
duties in medical and peediatric wards. 

Applications, with copies of 3 testimonials, to Group Secretary, 
Colchester Hospital Management Committee, 14, Pope’s-lane, 
Colchester, Essex. 

BRIGHTON GENERAL HOSPITAL. Senior 
OFFICER (orthopedics). Recognised for F.R.C.S. 

Applications, stating age, qualifications, and experience, 
together with copies of 3 recent testimonials, to the Physician- 
ne, Brighton General Hospital, Elm-grove, 
Brighton, 7 erat 
BURTON-ON-TRENT GENERAL HOSPITAL. Resident 
ANASTHETIST Coe Pg Medical Officer) required as 
from ist November, 1 von-resident considered.) 

Applications to Gecen. mtn. Ba at 
BURY AND ROSSENDALE HOSPITAL MANAGEMENT 
COMMITTEE. SENIOR HOUSE OFFICER (pathology). Applica- 
tions are invited for the above resident post which falls vacant 
early in December. 

Apply, stating age, qualifications, experience, nationality, and 
names of 2 referees, to H. WILKINSON, Group Secretary. 

Bury General Hospital, Bury, Lancs. _ 

CARDIFF. ROYAL HAMADRYAD GENERAL AND 
SEAMEN’S HOSPITAL. RESIDENT SENIOR HOUSE OFFICER 
(surgical) required at above Hospital. Post covers 44 Beds— 
Genito-urinary, General Surgery, and Outpatients mepestenent 
under care of Consultants from United Cardiff Hospitals. 

Form of application from Group Secretary, Cardiff Hospital 
Management Committee, 44, Cathedral-road, Cardiff 














CARDIFF. ROVAL “HAMADRYAD GENERAL “AND 
SEAMEN’S HOSPITAL. CARDIFF HOSPITAL MANAGEMENT COM- 
MITTEE. RESIDENT SENIOR HOUSE OFFICER (medical) 


required at above Hospital, which caters for acute general medical 
and surgical cases. Hospital contains acute Medical Unit, 
General Surgical and Genito-urinary Units and outpatient 
facilities ; also certain amount of ——. work. Consultant 
staff drawn mostly from United Cardiff Hospitals. Post for 
1 year and presents facilities for postgraduate study. 

Form of application from Group Secretary, Cardiff Hospital 
Management Committee, 44, Cathedral-road, Cardiff. 
CARSHALTON. QUEEN MARY’S HOSPITAL FOR 
CHILDREN. (General Children’s Hospital of 818 Beds.) HOUSE 
PHYSICIAN (Senior House Officer). Care of acute medical, 
rheumatism and poliomyelitis beds. Position vacant mid- 
October. 

Applications, stating age, qualifications and experience, with 
copies of 3 testimonials, should reach the Secretary by 24th 
September, 1955. ‘ 
CHEPSTOW, MONMOUTHSHIRE. ST. LAWRENCE 
HOSPITAL. (100 plastic surgery, 50 orthopedic beds.) SENIOR 
HOUSE OFFICER in Orthopedics required. Sala £745, 
less £150 board-residence. There are 2 Senior House Officers in 
Plastic Surgery and post provides extensive experience. The 
successful candidate will receive a thorough training from the 
Consultants and previous experience in specialty is not essential. 

Apply, gusting 2 referees, to T. A. JONES, Group Secretary. 

64, Cardiff-road, Newport, Mon. 
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CHEPSTOW, MONMOUTHSHIRE. PLASTIC SUR- 
GERY, JAW INJURIES AND BURNS CENTRE, ST. LAWRENCE HOS- 
PITAL. (109 plastic surgery, 50 orthopedic beds.) SENIOR 
HOUSE OFFICER in Plastic Surgery joer Previous 
experience in specialty not essential. The Hospital intakes from 
most of Wales and the successful candidate will receive a thorough 
training. Second Senior House Officer in plastic surgery recently 
appointed and there is also a Senior House Officer in orthopedics, 
Senior Registrar non-resident, and 2 Registrars, all in plastic 
surgery, resident. Salary £745, less £150 board-residence. 

Write, quoting 2 referees, to T. A. Jones, Group Secretary. 

64, Cardiff-road, Newport, Mon. 

CHELMSFORD AND ESSEX HOSPITAL. (162 Beds.) 
AP ylications are invited for the post of RESIDENT HOUSE 

RGEON (pre-registration post). The post will become vacant 
on 29th September, and offers good surgical experience and is 
recognised for the F.R.C.S. 

Applications, together with 2 recent testimonials, to the 

Secretary, Chelmsford Hospital Management Committee, 
London-road, Chelmsford. 
CHERTSEY, SURREY. ST. PETER’S HOSPITAL 
ie Botley’s Park War Hospital). (430 Beds.) RESIDENT 
IOUSE SURGEON (Senior House Officer or Intern) required 
for the Gyneecological (30 Beds) and E.N.T. (16 Beds) Depart- 
ments. Duties to commence 17th September, 1955. Salary in 
accordance with terms and conditions of National Health 
Service. 

Applications, together with names and addresses of referees, 

to be sent to the Physician-Superintendent, St. Peter’s Hospital, 
as soon as possible. 
CHESTERFIELD ROYAL HOSPITAL. Casualty Officer 
(pre-registration post or Senior House Officer) required imme- 
diately at above Hospital. Post offers valuable experience. 
National salary and conditions. 

Apply M. H. Boone, Secretary, Chesterfield Hospital Manage- 
ment Committee. 

COLCHESTER. ESSEX COUNTY HOSPITAL. (188 
Beds.) Applications invited for post of SENIOR HOUSE 
OFFIC aN are e Post tenable for 1 year. Recognised 
for F.F.A.R.C.S. and D.A. The successful candidate will be 
called ee to give anzesthetics in other hospitals in the Group. 

Applications, with copies of 3 testimonials, to Group Secretary, 

Colchester Hospital Management Committee, 14, Pope’s-lane, 
Colchester, Essex. 
COLWYN BAY AND WEST DENBIGHSHIRE HOSPITAL. 
Applications are invited for the new appointment of JUNIOR 
HOSPITAL MEDICAL OFFICER for the above Hospital. 
This Hospital is a smal! general hospital with 48 acute surgical 
and orthopedic and 14 acute medical beds. Residence in Hos- 
pital or its immediate vicinity is essential. A self-contained 
flat is available if required. Consultants in all major specialties 
visit daily or at regular intervals. 

Applications, stating age, qualifications and experience, with 
copies of 2 recent testimonials, to be forwarded to the under- 
signed within 7 days from the date of publication of this advertise- 
ment. WILLIAM ROBERTS, Group Secretary. 

Clwyd and Deeside Hospital Management Committee. 

* Rhianfa,”’ Russell-road, Rhyl. 

COTTINGHAM, near HULL. CASTLE HILL HOSPITAL. 
JUNIOR HOSPITAL MEDICAL OFFICER to work in Major 
Thoracic Surgery Unit. Residential accommodation available. 
The Unit has 50 Beds for all types of thoracic surgery, including 
tuberculous and non-tuberculous, cesophageal, and cardiac. 

Applications, with names of referees, to Group Secretary, 

Hull B Hospital Management Committee, De la Pole Hospital, 
Willerby, East Yorkshire. 
CROYDON GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Locum Tenens AN-ESTHETIC REGISTRAR (whole- 
time) with duties mainly at Mayday Hospital (618 Beds) for 
period 22nd September-—9th October inclusive. Candidates must 
have experience in anesthetics and possession of D.A. an 
advantage. Hospital recognised for F.F.A.R.C.S. and D.A. 

Applications giving full particulars to— 

GEORGE A. PAINESs, Group Secretary, 
Croydon Group Hospital Management Committee. 

London-road, Croydon. 

CUCKFIELD HOSPITAL, Cuckfield, Sussex. Resident 
SENIOR HOUSE OFFICER (medical). Appointment now 
vacant. Salary £745 p.a. Approximately 120 medical and 
geriatric beds. 

Applications stating age. nationality, qualifications and 
experience, with names of 2 referees, to the Group Secretary, 
Mid-Sussex Hospital Management Committee. 

CUCKFIELD HOSPITAL, Cuckfield, near Haywards 
HEATH, SUSSEX. 

RESIDENT SENIOR HOUSE SURGEON. 

RESIDENT JUNIOR HOUSE SURGEON (pre-registration). 
Appointments now vacant. Health Service terms and conditions. 

Applications, stating age, nationality, qualifications and 

experience, with names of 2 referees, to the Group Secretary, 
Mid-Sussex Hospital Management Committee, as soon as 
possible. 
DOUGLAS, !1.0.M. NOBLE’S ISLE OF MAN HOSPITAL. 
(160 Beds.) Applications are invited from registered medical 
practitioners with previous hospital experience, preferably at 
a teaching hospital, for the post of SENIOR HOUSE SUR- 
GEON at this busy General Hospital. The senior of 4 House 
Officer posts. The post becomes vacant at 3lst October, and is 
suitable for candidate seeking further clinical experience and 
opportunity for reading for higher qualification. Salary £745 
p.a., with a deduction of £125 p.a. for board, lodging, &c., if 
resident. 

Applications, giving relevant particulars, and copies of 2 
recent testimonials, or names and addresses of 2 referees, should 
be forwarded to the Secretary, Noble’s Isle of Man Hospital, 
Douglas. 
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DOUGLAS, !1.0.M. NOBLE’S ISLE OF MAN HOSPITAL. 
(160 Beds.) Applications are invited for the post of HOUSE 
SURGEON. The post is recognised for pre-registration purposes, 
and becomes vacant on Ist October. 4 residents on the staff. 
Salary £425—-£475-£525 according to experience. A deduction of 
£125 a year for residential emoluments. Appointment for 6 months. 

Apply immediately, giving full particulars and copies of 2 
recent testimonials or names and addresses of 2 referees, to the 
Secretary, Noble’s Isle of Man Hospital, Douglas. 

SAGER Teun HOSPITAL, Rainham-road South, Dagen- 

HAM. There is a vacancy for the — of RESIDENT MEDI- 
CAL OFFICER (Junior Hospital Medical Officer grade) at the 
above Hospital of 155 Beds for pomeners tuberculosis—all 
stages. Salary in accordance with the national scale (£775—£50— 
£1075 p.a.), less residential charges. Further particulars available 
from the Physician-Superintendent. 

Applications, stating age, qualifications and previous experi- 
ence, together with recent testimonials, should be sent to the 
a eae 7 “rE of the appearance of this advertise 

ARRIS, Group Secretary, 

meitord and Barking Group Hospital Management Committee. 

King George Hospital, Ilford. is hie 
DERBY CITY HOSPITAL. Obstetric House Surgeon 
(pre-registration) or SENIOR HOUSE OFFICER for duties 
in the Obstetrical Department (73 Beds). The post becomes 
vacant towards the end of October and is recognised for the 
D.Obst.R.C.0.G. 

Apply, stating age, qualifications and experience, with copies 
of 2 testimonials, to the Medical Superintendent. 
DORIFFIELD, YORKSHIRE. NORTHFIELD SANA 
TORIUM. (78 Beds.) SENIOR HOUSE PHYSICIAN. Vacant 
early October. Offers experience all branches of tuberculosis 
within Group, including surgery, mass miniature radiography, 
and clinics. Time for study. Ex-patients welcome. £165 for 
full residence. 

Applications to Group Secretary, Westwood Hospital, 
Beverley, Yorkshire. 
DURHAM. COUNTY HOSPITAL. (116 Beds.) Resident 
HOUSE SURGEON required immediately » orthopeedics and 
casualt, a Post recognised for pre-registration purposes. This 
post offers facilities for good and varied experience in a busy 
Orthopeedic and Accident Hospital which serves a wide mining 
and industrial area. 

Apply, giving age, experience, and names of 2 referees, to the 
Group Secretary, Dryburn Hospital, Durham. 











DURHAM. COUNTY HOSPITAL. (116 Beds.) Senior 
HOUSE OFFICER in Orthopedics required immediately. 
The County Hospital is the main Orthopedic and Accident 
Hospital in a ny | mining and industrial area. Experience can 
be obtained in all branches of orthop 

Applications, with particulars of previous experience and names 

of 2 referees, to Group Secretary, Dryburn Hospital, Durham. 

EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
(715 Beds.) RESIDENT OBSTETRIC HOUSE SURGEON. 
Post vacant 19th November, 1955. 6-month appointment. 
Post recognised for M.R.C.O.G. and pre-registration purposes. 

Applications, stating age, qualifications, experience, and 
enclosing copies of up to 3 recent testimonials, to Medical 
Director of Hospital by 24th September, 1955. 

EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
(715 Beds.) RESIDENT GYNASCOLOGICAL HOUSE 
SURGEON. Post vacant 9th November, 1955 

appointment. Post recognised for M.R.C.0.G. pu 

Applications, stating age, qualifications, experienc e, and 

enclosing copies of up to 3 recent testimonials, to Medical 
Director of Hospital by 24th September, 1955. 
ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
ENFIELD GROUP HOSPITAL MANAGEMENT COMMITTEE. Appoint- 
ment of RESIDENT HOUSE PHYSICIAN (third post), vacant 
8th November, 1955. General medical duties. 6 months appoinf- 
ment. 

Applications, with the names of 2 referees, to the Secretary, 

Enfield Group Hospital Management Committee. 
ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
ENFIELD GROUP HOSPITAL MANAGEMENT COMMITTEE. RESIDENT 
SENIOR HOUSE OFFICER required in the Department of 
Anesthesia, vacant 23rd November, 1955. 12 months appoint- 
ment. The post is recognised for the D.A. and F.F.A.R.C.S. and 
affords a wide range of practical experience and tuition under 
Consultant supervision. 

Applications, giving names and addresses of 2 referees, to the 

Secretary of the Management Committee. 
EPPING. ST. MARGARET'S HOSPITAL. x. Beds.) 
RESIDENT SENIOR HOUSE OFFICER Pg ih vacant 
Ist October, 1955. Post recognised for F.R.C.S. Busy general 
hospital with easy access to London. Salary on national scale, 
less deduction for board, lodging, &c. 

Applications, with c opies of 2 testimonials, to reach the Group 
Secretary. St. Margaret’ 's Hospital, Epping, Essex, by 2Ist 
September, 1955. 

EPSOM DISTRICT HOSPITAL, Dorking-road, Epsom, 


~ aes 





SURREY. SENIOR HOUSE OFFICER (casualty) required 
26th September. Post, normally non-resident, recognised for 
F.R.C.S. 12-month appointment. Busy Casualty and Out- 


patient Department with excellent experience in minor and 
traumatic surgery. Candidates should have held previous 
House Officer posts. 

Applications, stating age, qualifications, experience, with 
copies of 2 recent testimonials, should be sent as soon as 
possible to Group Secretary at above ad 
EPSOM, SURREY. LONG GROVE HOSPITAL (for 
mental and nervous disorders). Locum Tenens JUNIOR 
HOSPITAL MEDICAL OFFICER required from 28th Sept- 
ember, 1955, to end of year. Residential accommodation for 
single person available at appropriate charge. 

Applications to Physician-Superintendent. 
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GLASGOW, 8.W.1. SOUTHERN GENERAL HOSPITAL. 
SENIOR HOUSE OFFICER in the Department of Anesthesia. 
Applicants must be qualified at least 2 years. 

Apply within 10 days to Secretary, Board of Management for 

Glasgow South-Western Hospitals, 1301, Govan-road, Glasgow, 
3.W.1, naming 2 referees. 
GRIMSBY. GENERAL HOSPITAL. (Recognised for 
training for F.F.A.R.C.S.) SHEFFIELD REGIONAL HOSPITAL 
BOARD. Whole-time REGISTRAR (anesthetics) required. 
Single accommodation may be available. Appointment for 
1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 26th September, 1955, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
QUILDFORD. ROYAL SURREY COUNTY HOSPITAL. 
(232 Beds.) CASUALTY OFFICER required. The post is 
recognised for the F.R.C.S. and the grading that of Senior 
House Officer. 2 Casualty Officers are employed who share 
the work of the department which is part of the Orthopredic 
and Traumatic Unit. Regular instruction is given in traumatic 
surgery and Casualty Officers take part in the work of fracture 
clinics. Post is vacant on 19th September. 

Applications with copies of testimonials to the Hospital 
Secretary. 

HASTINGS AND ST. LEONARDS. BUCHANAN HOS- 
PITAL. (94 Beds.) HOUSE SURGEON in Gynecology required 
(28 gynecological beds). Post, recognised for M.R.C.O.G., 
vacant 22nd October for 6 months. Candidates for Pre-registra- 
tion Service (surgery) can be considered. National scale of salary. 

Apply, with names of 3 referees, to Hospital A nistrator. 
HENLEY-ON- ie OXFORDSHIRE. PEPPARD 
CHEST HOSPITAL. (236 Beds. ; ie oe are invited for post 
of JUNIOR HOSPITAL FICER (resident), 
vacant immediately. Salary — conditions of service as recom- 
mended by Ministry of Health. Deductions for residence, &c., 
£150 p: .@. Further particulars from Physician-Superintendent at 

osp 

Applic: ations, stating age, nationality, qualifications with 
dates, present post, with copies of recent testimonials, to Acting 
Group Secretary, Reading and District Hospital Management 
Committee, 3, Craven-road, Reading. 

HEREFORDSHIRE GROUP. Registrar in General 

Surgery. Duties mainly at General (154 Beds—71 surgical 
beds, including fracture and orthopeedic) and County (310 

—_. surgical) Hospitals, Hereford. Recognised for F.R.C.S. 
esident. 

Application forms from Group Secretary, Victoria House, 
gn-street, Hereford. Candidates may visit Group Hospitals , 
HOUNSLOW HOSPITAL, Staines-road, Hounslow, 
MIDDLESEX. (81 Beds—General Acute.) NORTH WEST METRO- 
POLITAN REGIONAL HOSPITAL BOARD. RESIDENT SURGICAL 
REGISTRAR required for 1 year in the first instance, recognised 
for F.R.C.S. Candidates = —_ the Hospital by direct 
appointment with the Hospital Sec 

Application forms obtainable Som, and returnable to, Group 
Secretary, Ashford Hospital, London-road, Ashford, Middlesex, 
not later than 27th September, 1955. 
HUDDERSFIELD ROYAL INFIRMARY. (312 — ) 
Applications are invited from provisionally registe or 

tered medical practitioners for the post of HOUSE 
PHYSICIAN, to commence duties immediately. Salary in 
accordance with national scale. 

to te een together with copies of 3 recent testimonials, 

addressed to the undersigned as soon as possible. 
H. J. JOHNSON, Secretary to the Management Committee. 

Huddersfield Hospital Management Conpentiten, 

The Royal Infirmary, Huddersfield. 

ILFORD AND BARKING GROUP HOSPITAL | MANAGE- 
MENT COMMITTEE ILFORD ISOLATION HOSPITAL, Grove-road, 
CHADWELL HEATH, ESSEX. There is a vacancy for the position of 
RESIDENT MEDICAL OFFICER (chest diseases) (Junior 
Hospital Medical Officer status) at the above Hospital where 
there are ds for pulmonary tuberculosis. Salary £775 
(for an officer appointed not less than 2 years after registration 
as a medical practitioner )-£50-£1075 p.a. The Officer appointed 
would be expected to work under the general direction of the 
Chest Physician, Ilford, and to undertake some duties at Ilford 
Chest Clinic as may be direc by the Chest Physician. 

Applications, stating age, qualifications and previous experi- 
ence, together with recent testimonials, should be sent to the 
undersigned within 7 days of le ¥ tasee G of this advertise- 
ment. RRIS, Group Secretary. 

King George Hospital, torn’ 

ILFORD. KING GEORGE HOSPITAL, Eastern-avenue, 
ILFORD. There will be a vacancy for a HOUSE PHYSICIAN 
at above Hospital on 22nd October, 1955. Second post pre- 
registration. The post will be tenable for 6 months. 

Applications, giving full particulars, and accompanied by 
testimonials, should be sent to the undersigned within 7 days 
of the appearanc . of this advertisement. 

HARRIS, > Secretary, 

Ilford and Barking ‘Group Hospita Management Committee. 
ILKLEY. MIDDLETON HOSPITAL. (430 Beds.) Resi- 
DENT SENIOR HOUSE OFFICER (surgical) required for 
Major Thoracic ae al Unit at the above Hospital, tenable 
from 16th October, 1955. 

Applications, wating age, nationality, qualifications, and 
experience, to Hospital Secretary. 

IPSWICH AND EAST SUFFOLK HOSPITAL. Anglesea 
ROAD WING. (356 Beds.) Applications are invited for the post of 
HOUSE SURGEON to the Fracture and Orthopedic Depart- 
ment, vacant from Ist October, 1955. Approved pre-registration 
post. 

Applications, with copies of recent testimonials, to the 
Hospital Secretary. 








IPSWICH AND EAST SUFFOLK HOSPITAL. Heath 
ROAD WING. (270 Beds.) Saye are invited for the post 
of SENIOR HOUSE OFFICER (Resident Anresthetist), vacant 
18th October, 1955. The post, which is normally of 1 years 
duration, is recognised for the D.A. and the F.F.A.R.C.S. 
examinations. 

Applications, stating age, nationality, together with recent 
testimonials, to Hospital Secretary. pate GE 
IPSWICH AND EAST SUFFOLK HOSPITAL (Heath 
ROAD WING), IPSWICH. (270 Beds.) Applications are invited 
for the post of SENIOR HOUSE OFFICER (Fracture and 
Orthopedic Department). The post which becomes vacant on 
20th October, 1955, is normally of 1 years duration. It is 
recognised as part of the necessary surgical experience for the 
Final F.R.C.S. 

Applications, stating age, qualifications and experience, 
together with recent testimonials, to the Hospital Secretary. 
IPSWICH. ST. HELEN’S HOSPITAL. (100 Beds for 
infectious diseases, pulmonary tuberculosis and lor = hye ortho- 

«dics. The Area Chest Clinic is in the Hospita OUSE 
>HYSICIAN required (post-registration appointment). Accom- 
modation available for married man. 

Applications to JoHN WILLIAMS, Group Secretary, Ipswich 
Group Hospital Management Committee, at the Ipswich and 
East Suffolk Hospital (Anglesea Road Wing), Ipswich. 
ISLEWORTH. WEST MIDDLESEX HOSPITAL. House 
OFFICER (anesthetics). Post recognised Oy the Faculty of 
Anesthetists. Vacant Ist November, 1955 

Applications, stating age, qualifications, with copies of up to 3 
recent testimonials, to Group Secretary, South West Middlesex 
Hospital Management Committee, West Middlesex Hospital, 
Isleworth, by 27th September, 1955. THIS 
KETTERING AND DISTRICT HOSPITAL ne ee 
MENT COMMITTEE. Applications are invited from gistered 
medical practitioners for the appointment of SENIOR 1 House 
ee in Anesthetics, vacant Ist October, 1955, recognised 
for D.A 

Applications, giving details of qualifications and enclosing 
copies of recent testimonials to be sent to the Secretary, General 
Hospital, Kettering. aS 3 yt mt: 
KINGSTON GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. SOUTH WEST METROPOLITAN REGION. Applications 
are invited for the appointment of REGISTRAR (whole- 
time) at the Kingston Group Laboratory, Kingston Hospital. 
The Group Laboratory offers facilities for gaining experience 
in all branches of pathology. The appointment, which is non- 
resident, is for 1 year in the first instance. 

Forms of application may be obtained from the Group 
Secretary, Kingston Group Hospital Management Committee, 
35, Coombe-road, Kingston, a foolscap stamped addressed 
envelepe to be enclosed and the completed forms returned within 
14 days of the appearance of this advertisement. 
KNAPHILL, WOKING, SURREY. BROOKWOOD HOSs- 
PITAL MANAGEMENT er SOUTH WEST METROPOLITAN 
REGIONAL HOSPITAL BOARD. An lications are invited for the 
post of PSYCHIATRIC REGISTRAR at Brookwood Hospital 
(1800 Beds). Candidates must have held House appointments 
in a general hospital, but no previous ——_ "~or is 
necessary. The hospital staffs several outpatient clinics and 
carries out all modern methods of treatment. There are facilities 
for attending courses of instruction in London for the D.P.M. 
The appointment is resident, and the salary and conditions of 
service are in accordance with Ministry of — ne. 
The Physician-Superintendent will be p 
visit the Hospital by appointment. 

Application forms are obtainable from the Secretary, Brook- 
wood Hospital, Knaphill, Woking, Surrey, to whom they should 
be returned, duly oes. not later than 14 days after the 
appearance ‘of this ad 


LEEDS A GROUP aaeeeeas. MANAGEMENT Com- 
MITTEE. Applications are invited from istered medical 
practitioners for the appointment of SENIOR. HOUSE 
OFFICER (anesthetics) far duties mainly at St. James’s 
Hospital, vacant Ist October, 1955. oe 0 Pe gntment, which is 
recognised for the D.A. and the F.F will be for a 
period of 1 year, and the salary will. > in accordance with 
the agreed terms and conditions of service of hospital medical 
and dental staffs—namely, £745 p.a., with an appropriate 
deduction in respect of board, lodging, and other services provided. 

Applications, stating age, qualifications, experience, &c., 
together with the names of 2 referees, to be forwarded to the 
undersigned as soon - possible. 

FOLKARD, Secretary to the Committee. 
Administrative olin St. James’s Hospital, Leeds, 9. 


LEEDS, 2, PUBLIC DISPENSARY AND HOSPITAL. 
LEEDS A GROUP HOSPITAL MANAGEMENT COMMITTEE. Appli- 
eations are invited from registered momeet La meg oy for the 
appointment of CASUALTY OFFICER (Senior House Officer) 
at the above Hospital. The appointment, which is recognised 
by the se College of Surgeons for Fellowship, will be for a 
period of 1 year. Salary in accordance with the agreed terms 
and conditions of service of hospital medical and dental — 
with an appropriate deduction in res t of board, lodging, & 

Applications, stating age, qualifications, experience, ke. op 
together with the names of 2 referees, to be forwarded to the 
undersigned as soon i possible. 

FOLKARD, Secretary to the Committee. 
Administrative omic es, St. James’ ‘Ss Hospital, Leeds, 9 


LEEDS. THE UNITED LEEDS HOSPITALS. The 
GENERAL INFIRMARY AT LEEDS. RESIDENT a gg ie 
OFFICER (Senior House Officer status) require fro: 
Ist November, 1955. The post will be for an nutiad period of 
6 months, renewable for a further 6 months thereafter. 

Applications, stating age, qualifications and previous posts 
with dates, with the names of 3 wr" should reach the 
Secretary to the Board by 3rd October, 195£ 
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LEEDS. THE UNITED LEEDS HOSPITALS. Applica- 
tions are invited for the post of REGISTRAR in Pediatrics 
at the General Infirmary at Leeds, which will shortly become 
vacant. The appointment will be non-resident and will be for 1 
year in the first instance. 

Application, giving age, full details of qualifications, and 

previous posts with dates, together with the names of 3 referees, 
are to be forwarded not later than 3rd October, 1955, to the 
Sub-Dean, School of Medicine, Leeds, 2. 
LEEDS. THE UNITED LEEDS HOSPITALS. ~ Appili- 
cations are invited for the post of SENIOR HOUSE OFFICER 
to the Professorial Department of Psychiatry attached to this 
Teaching Hospital. The post is non-resident and will be of 1 
years duration. 

Applications, stating age, qualifications, and previous posts, 
with dates, and 3 names for reference, should be forwarded to 
the Secretary to the Board, Genera] Infirmary, Leeds, 1, not 
later than 26th September, 1955. rs 
LEEDS REGIONAL HOSPITAL BOARD. Medical 
act, 1950. RESIDENT HOUSE OFFICER posts. Recognised 
pre-registration House posts will . available for the 6 months 
commencing Ist November, 1955, in the following hospitals 
approved under the Medical Act, 19: 50. 

Scarborough Hospital (191 Beds) 

General Surgical. 

Medical (general medical, dermatology, and peediatric). 

County Hospital, York (222 Beds) 

ee i al (general surgery and gynecology). Recognised for 

.S. 

City taoopital, York (178 Beds) 

Medical. 

General Surgical (recognised for F.R.C.S.). 

Hull Royal Infirmary and Sutton (281 Beds) 

General Surgical (recognised for F.R.C. 

Westwood Hospital, Beverley (202 Be he) 

Surgical (orthopedic). Recognised for F.R.C.S, 

Medical. 

a - General, Driffield (249 Beds) 

Medical. 

Clayton Hospital, Wakefield (200 Beds) 

Surgical (general surgery and orthopedic). 

Surgical (general surge ry. i. N.T., and ophthalmology ). 

(Recognised for F.R.C 

Pinderfields General, “Wakefield (663 Beds) 

Surgical (thoracic ). 

Surgical (gynecology ). 

Medical. 

Medical (neurology ). 

General Hospital, Batley (99 pede) 

Surgical (general surgery and E.N.T. 

General Hospital, Dewsbury (128 Beds) 

Medical (general medical, peediatric, and dermatology ). 

General Surgical. 

Staincliffe General, Dewsbury (311 Beds) 

Surgical (general surgery, orthopedic, and E.N.T.). 

Surgical (obstetric and gynecology ). 

Huddersfield Royal Infirmary (362 Beds) 

—_ (obstetric and gynecology). Recognised by 
t.C.0.G, 

Medical (general medical and dermatology), vacant 15th 

December, 1955. 

Princess Royal Maternity, Huddersfield (57 Beds) 
a? ad (recognised by R.C.O.G.), vacant 21st November, 
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Royal ‘Halifax infirmary (301 Beds) 
Surgical (E.N.T and ophthalmology ). 
Medical. 
General Surgical. 
Halifax General Hospital (425 Beds) 
General Surgical. 
Bradford Royal Infirmary (507 Beds) 
—_ (general surgery and urology). 
RCS, 


Medical. 
St. Luke’s Hospital, Bradford (828 Beds) 
Medical. 
Medical (peediatric ). 
Otley General Hospital (170 Beds) 
Medical (general medical and peediatric ). 
St. James's Hospital, Leeds (1539 re 
General Surgical (recognised for F.R.C.S. 
Surgical (gynecology). Recognised by RC .0.G, 
Surgical (plastic ). 
Surgical (urology ). 
Medical. 
Medical (geriatric ). 
Medical (peediatric ). 
Medical (dermatology ). 
St. Mary’s Hospital, Leeds oS eed 
Midwifery (recognised by R.C.O. 
Seacroft Hospital, Leeds (60 poiitene and 60 children’s 
surgical beds) 
Medical (peediatric ). 
Surgical (general surgery, E.N.T., and ophthalmology ). 
All posts recognised for D.C.H. 
Harrogate General Hospital (249 Beds) 

1 General Surgical (recognised for F.R.C.S.). 

1 Surgical (orthopedic and casualty ). 

Candidates should express, where applicable, their preference 
for medical, surgical, or midwifery posts within the same hospital 
on the application form. 

Candi didates wishing to apply for posts at more than 1 hospital 
should complete a separate form in respect of each hospital. 

Application forms can be obtained from the Senior Adminis- 
trative Medical Officer, Leeds Regional Hospital Board, Park- 

yarade, Harrogate, or from the Dean, School of Medicine, 

horesby-place, Leeds, 2, and should be returned to either of the 
above named as soon as possible. Application may be made in 
advance of results of final examination. 
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LEEDS REGIONAL HOSPITAL BOARD. Registrar in 


Aneesthetics—Huddersfield Group (approximately 225 Beds in 
the surgical specialties). Resident or non-resident 

Applications, stating age, qualifications and details of present 
and previous appointments with dates, together with the names 
and addresses of 3 referees, to the Secretary, Joint Registrars 
Committee, Park-parade, Harrogate, by 22nd September, 1955. 


LEEDS REGIONAL HOSPITAL BOARD. Registrar 
vacancies. 
General Medicine 

Bradford A Group. Resident. Duties mainly at Bradford 
Royal Infirmary (110 general medical beds). 
General Surgery 

(a) Leeds A Group. Resident Surgical Officer, St. James’s 
Hospital, Leeds (140 general surgical beds). 

(b) Dewsbury, Batley and Mirfield Group (135 general surgica 
beds). Resident. 
Obstetrics and Gynecology 

Wakefield A and B Groups (with occasional duties in Ponte- 

t and Goole Groups). Non-resident. Offers good experience 

but is not at present recognised - 4 the R.C.O.G. for membership 





- (Aggregate of 120 obstetric and 50 gynecological 
-) 
Psychiatry 


enston Hospital, near Leeds (2500 Beds). Resident. If 

desired, facilities for attendance at the Leeds University will be 
provided if the successful candidate is studying for the D.P.M. 
Thoracic S 

Duties at the Thoracic Surgical Units at the Bradford Royal 
Infirmary and The Hospital, Middleton. (Aggregate of 65 be 
for both non-tuberculous and tuberculous cases.) Non-resident? 

Applications, stating age, qualifications, and details of present 
and previous appointments with dates, together with the names 
and addresses of 3 referees, to the Deputy Secretary, Joint 
ag é ‘Xommittee, Park-parade, Harrogate, by 22nd Sep- 
tember, 1955. 


LEICESTER ISOLATICN HOSPITAL AND CHEST 
UNIT, Groby-road, LEICESTER. (328 Beds.) SHEFFIELD REGIONAL 
HOSPITAL BOARD. Whole-time RESIDENT REGISTRAR 
(chest and infectious diseases) required. Single accommodation 
available. This hospital is also a Thoracic Surgical Centre. 
a for 1 year in first instance. 
pply to Secretary, Sheffield Regional , Manette Board, Old 

rurpoed- road, Sheffield, by 26th September, 1955, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. z 
LINCOLN. BRACEBRIDGE HEATH HOSPITAL. (For 
Mental Diseases—1290 — ) , Angeenttens are invited for the 
oppetetapent of a perma or Locum Tenens JUNIOR 

SPITAL MEDICAL OFFICER (resident or non-resident), 
Male or Female (married or single). Salary and terms of service 
as laid down by the Ministry of Health. There is residential 
accommodation for a single or married officer. There will be 
scope for learning the use of modern psychiatric methods in the 
wards. Previous psychiatric experience is not essential. The 
appointment is subject to the provisions of the National Health 
Service superannuation regulations. 

Applications, with names of 2 referees, should be forwarded 
as soon as possible to the Medical Superintendent, Bracebridge 
Heath Hospital, near Lincoln. 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
Applications are invited for a post of REGISTRAR in Oto- 
rhinolaryngology to take up duty as soon as possible after 
Ist October, 1955, for the period ending 30th September, 1956. 
Annual reappointment thereafter until completion of the 
normal period of training will be considered without need for 
further application. 

Apply by 30th September, 1955, on form obtainable from the 
Secretary, 80, Rodney-street, Liverpool, 1. 


LOUTH, LINCOLNSHIRE. COUNTY INFIRMARY: 

(215 Beds.) GRIMSBY HOSPITAL MANAGEMENT COMMITT 

Ap »plications are invited for the post of SENIOR HOUSE 

OFFICER (orthopedic and casualty) now vacant at this 

General Hospital. 
Applications, giving full details, together with the names of 2 

referees, should be addressed to the Hospital Secretary. 


LUTON AND DUNSTABLE HOSPITAL. (250 Beds.) 
NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
ANAZSTHETIC REGISTRAR (resident) required at above 
Hospital and associated units (134 Beds). Post vacant 25th 
September, 1955, and recognised for D.A. The Hospital may be 
visited by direct appointment. 

Application forms obtainable from, and returnable to, Secre- 
tary, Luton and Hitchin Group Hospita ment Com- 
—* St. Mary’s Hospital. Luton, Beds, by 20th September, 
55. 





LUTON AND HITCHIN GROUP OF HOSPITALS. 
NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
PHX,DIATRIC SS a ee (resident or non-resident) required. 
f hospitals. Post vacant 9th November, 
1955. Principal ‘duties will be at the Children’s annexe of Luton 
and Dunstable Hospital (56 Beds) and the Maternity Units in 
Luton but there are duties at other hospitals in the Group. The 
hospitals may be visited by direct appointment. 

Application forms obtainable from, and returnable to, 
Secretary, Luton and Hitchin Group Hospital Management 
Committee, St. Mary’s Hospital, Luton, Beds, by 24th 
September, 1955. 


MACCLESFIELD HOSPITAL. (301 Beds.) Vacancy: 
SENIOR HOUSE OFFICER in Medicine. Department has 56 
acute beds together with some chronic sick ; excellent 
opportunities available for ane valuable experience. 

Apply immediately, wit articulars and names of 2 
referees, to Group Secretary, Macclesfield and District Hospital 
Management Committee, ‘“‘ Willerby House,’”’ Cumberland- 
street, Macclesfield. 
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MANCHESTER. BOOTH HALL AND MONSALL HOS- 
PITAL MANAGEMENT COMMITTEE. SENIOR HOUSE OFFICER 
(pathology ), resident, required to assist the Director of Patho- 
logy for the Group (Booth Hall Children’s Hospital and Monsall 
Hospital). Salary £745 p.a., less £140 p.a. for residence. Post 
tenable for 1 year in the first instance. 

Applications to be sent as soon as possible to the Group 
Secretary, Booth Hall Hospital, Manchester, 9. 
MANCHESTER. DUCHESS OF YORK HOSPITAL 
FOR BABIES, LEVENSHULME, MANCHESTER, 19. SOUTH MAN- 
CHESTER HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
PHYSICIAN (Male or Female) required immediately for 6 
months at above Hospital which is attached to the Manchester 
University of Child Health. 

Applications, together with names of 3 referees, 
to the Administrative Officer at the Hospital. 
MANCHESTER. NORTH MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the post 
of REGISTRAR in Dental Surgery with main duties in the North 
Manchester Group and with other Groups. Recognised for 
F.D.S.R.C.S. 

Applications with full details and names of 2 referees, to 
Group Secretary, Crumpsall Hospital, Manchester, 8. 
MANCHESTER NORTHERN HOSPITAL. (Acute—116 
Beds.) NORTH MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the resident post of SENIOR 
TIOUSE OFFICER in Gynecology. Recognised for M.R.C.0.G 

Applications, with full details and names of 2 referees, as 

soon as possible to Group Secretary, Crumpsall Hospital, 
Manchester. 8. 
MANCHESTER REGIONAL HOSPITAL BOARD AND 
THE BOARD OF GOVERNORS OF THE UNITED MANCHESTER HOS- 
PITALS. SENIOR REGISTRAR in Anesthetics. The person 
appointed will spend a period of approximately 2 years in the 
United Manchester Hospitals (Manchester Royal Infirmary) 
and a similar period in the North Manchester Group of Hospitals 
(mainly , Ry | and at Booth Hall (Childrens) 
Hospital. It has not yet been decided at which goutee the 
successful applic: ~wy “will initially take up duties. F.F.A.R.C.S. 
desirable 

Forms of application, obtainable from the Senior Adminis- 

trative Medical Officer, Manchester Regional Hospital Board, 
Cheetwood-road, Manchester, 8, should be returned by 3rd 
October, 1955. 
MANCHESTER REGIONAL HOSPITAL BOARD. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from registered medical practitioners for the post of 
RESIDENT SURGICAL OFFICER (Registrar grade), at the 
Wythenshawe Hospital. Post will include responsibility for 
general surgical — gynecological beds. 

Applications, stating age, qualifications, present post, 
ence, and names of 2? referees, to be forwarded to the 
Secretary, Ww ithington Hospital. Manchester, 2v. 
MANCHESTER REGIONAL HOSPITAL BOARD, Salford 
HOSPITAL MANAGEMENT COMMITTEE. SALFORD ROYAL HOSPITAL. 
Applications invited for post of REGISTRAR—Urological 
Department. The post offers wide experience in all branches 
of urology. 

Applications to the Group Secretary, Salford Royal Hospital, 

Salford, 3. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL EYE HOSPITAL. Applications are invited 
for SENIOR HOUSE OFFICER post. Salary £745 p.a., less 
£155 p.a. for residential emoluments. 

Application forms mer be obtained from the undersigned. 

H. NortuH, General Superintendent. 

MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY'S HOSPITALS, MANCHESTER. Applications are invited 
for the post of REGISTRAR in the Neonatal Unit of Saint 
> ary’s Hospitals (attached to the University Department of 
Child Health). The post is full-time and resident and vacant 
Ist December, 1955. It is preferable but not essential that 
candidates should hold a higher qualification. Previous experi- 
ence in pediatrics essential. The post is tenable for 12 months 
and the salary is in accordance with the national scale. 

Application forms may be obtained from the undersigne d and 
should be completed and returned by 3rd October, 1955. 

pW WISE, General Superintendent. 
Saint Mary’s Hospitals, W hitworth Park, Manchester, 13. 


MANCHESTER. WEST MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE. PARK HOSPITAL, DAVYHULME. (General 
Hospital—433 Beds.) 
1 SENIOR HOUSE OFFICER (general surgery) required, 
vacant mid-November. 
2 HOUSE OFFICERS (general surgery) required, pre- 
registration. Post recognised for F.R.C.S. examination, vacant 


October. 
1 HOUSE OFFICER (general medicine), pre-registration, 
(obstetrics), pre-registration. Post 


vacant mid-October. 
HOUSE OFFICER 

recognised for M.R.C.O.G. examination, vacant end October. 

1 HOUSE OFFICER (pediatrics), post-registration for new 
»0st commencing Ist November, 1955. The Hospital has a 

idwifery Unit of 73 beds and there are also thoracic surgery 
beds on the Pediatric Unit. Hospital recognised for training 
for Diploma in Child Health. 

Forms from Secretary. 


MANCHESTER, 20. CHRISTIE HOSPITAL AND HOLT 
RADIUM INSTITUTE. SOUTH MANCHESTER HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited from registered medical 
practitioners for the post of SENIOR HOUSE OFFICER 
(radiotherapy) at the above Hospital commencing in October, 
1955. Training will be available from April, 1956, for Diploma 
in Radiotherapy Course, 

Applications with full details to be forwarded to the Group 
Secretary, Withington Hospital, Manchester, 20, immediately. 





to be sent 





experi- 
Group 











MANCHESTER, 23. WYTHENSHAWE HOSPITAL. 
SOUTH MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. Apek. 
cations are invited for the post of RESIDENT SENIOR HO 
OFFICER (surgical) at the above Hospital. 

Applications, stating age, qualifications, present post, experi- 
ence, and names of 2 referees, to be forwarded to the Group 
Secretary, Withington Hospital, Manchester, 20, immediately. 
MAIDENHEAD HOSPITAL, St. Luke’s-road, Maiden- 
HEAD. Applications invited from registered prac titioners for post 
of HOUSE PHYSICIAN, vacant 4th November. 

Applications, stating age, qualifications, experience and 
nationality, with names of 3 referees, to Hospital Secretary. 
MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(141 Beds.) MID KENT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the appointment of RECEIVING 
ROOM OFFICER. Salary £745 a year, with a deduction of 
£150 a year for residential emoluments. 

Applications to the Administrative Officer at the Hospita 

as soon as possible. 
NEWMARKET GENERAL HOSPITAL. East Anglian 
REGIONAL HOSPITAL BOARD. REGISTRAR in Medicine. Post 
provides good experience in general medicine and diseases of 
the chest. Previous experience in tuberculosis desirable. Appoint- 
ment for 1 year, renewable for second year. 

Applications, stating age, experience, and names of 3 referees, 
to Secretary of Board, 117, Chesterton-road, Cambridge, by 
26th September, 1955. Candidates invited to visit Hospital by 
direct arrangement with Physician-Superintendent. 4 
NEWPORT, yt agate gowets ber ROYAL GWENT 
HOSPITAL. (260 ds. 10 residents. Recognised D.L.O.) 
JUNIOR HOSPITAL MEDICAL rr ER (E.N.T. and 
ophthalmic) required. Post covers 23 E.N.T. and 8 ophthalmic 
beds. Salary £775-£50—£1075, less £125 , 3 board-residence. 
Good experience. 

pry. quoting 2 referees, to T. A. Jongs, Group Secretary. 

64, Cardiff-road, Newport, Mon. 
NOWTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Whole-time REGISTRAR in Dermatology, based 
on West Middlesex Hospital, Isleworth (1142 Beds). Duties will 
include also clinics at hospitals in the Uxbridge, Staines, an 
Windsor Groups. Appointment for 1 year in first instance. 
Hospital may be visited by direct appointment. 

Application forms obtainable from, and petumette to, Group 

tary, South West Middlesex Group Hospital Management 

Committee, West Middlesex Hospital, Is Last, by 4th October, 

55 


NORTHAMPTON GENERAL HOSPITAL. (485 Beds.). 
Vacancies exist Ist October, 1955, for the following :— 

SENIOR HOUSE OFFICER (Department of Pathology). 

SENIOR HOUSE OFFICER (Casualty Department). Recog- 

nised for F.R.C.S. 

HOUSE OFFICER (Casualty Department). 

F.R.C.S. and for pre-registration. 

HOUSE OFFICER (general surgery ). Recognised for F.R.C.S. 

and for pre-registration. 

All 6-month appointments in the first instance. 
£125 a year for residential emoluments. 

Names of 2 referees should accompany applications for post 
of Senior House Officer Pathology and copies of 3 recent testi- 
monials for other posts. e 

Applications to 8. G. HILL, Superintendent. 


NORTHAMPTON GENERAL HOSPITAL. 
Vacancy Ist October, 1955, for PAADIATRIC HOUSE OFFIC ER. 
Post recognised for D.C. H. and for pre- registration. 6 months 
appointment in first instance. Person appointed will be aes 
to reside alternately with another Pediatric House Officer, 
for 3 month periods at Northampton General Hospital and 
Harborough Road Hospital, Hosthameton, and whilst at the 
latter hospital, to be responsible to the Consultants for the 
supervision of all the beds, allocated as follows: Subacute 
peediatric 20, dermatological 16, general medical 24, infectious 
diseases 52 (mostly children but including polios). 

Applications as soon as possible to 8. G. HILL, Superintendent. 


NOTTINGHAM GENERAL HOSPITAL. Resident House 
SURGEON (pre-registration first or second re required ; 
duties to commence immediately. Recognised for F.R.C.S. 

Applications, stating age, qualifications, and experience, 
together with copies of testimonials, to be sent to the Group 
Secretary. 


NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited from registered medical practitioners for the post of 
SENIOR HOUSE OFFICER (casualty). Establishment 3. 
Recognised for the F.R.C.S. Duties to commence 15th October. 
Post offers wide yan of casualty work. 

Applications, stating age, qualifications and experience, 
together with copies of testimonials, to be sent to the Secretary, 
General Hospital, Nottingham. 
a id ng ng Soman, HOSPITAL. Applications 
are invited from registered medical practitioners for the post of 
SENIOR ORTHOPEDIC AND FRACTURE HOUSE 
OFFICER, duties to commence at an early date. The post 
offers exceptional experience in traumatic surgery. Salary and 
conditions of service in accordance with Ministry Riegulesions. 

Applications, stating age, qualifications and egpeente, 
nationality, &c., together with copies of testimonials, to be sent 
to the Group Secretary. ee Te i 
OXFORD. THE UNITED OXFORD HOSPITALS. Appli- 
cations are invited for the post of Part-time SENIOR REGIS- 

TRAR (4 sessions) with duties as First Assistant in the Area 
Department of Obstetrics and Gynecology. 

Applications stating age, qualifications and experience, with 
the names and addresses of 2 referees, should reach the Adminis- 
trator, Radcliffe Infirmary, Oxford (from whom _ further 
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NOTTINGHAM CHILDREN’S HOSPITAL. (136 Beds. 
Recognised for the D.C.H.) Applications are invited for the 
post of RESIDENT SENIOR HOUSE OFFICER (surgical), 
which is now vacant. The post is tenable for 6 months or a year 
by agreement. 

Applications, with copies of 2 testimonials, should be sent to 

the Secretary, Nottingham Children’s Hospital, Chestnut-grove, 
Nottingham. 
PLYMOUTH, SOUTH DEVON AND EAST CORNWALL 
GENERAL HOSPITAL GROUP. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL, DEVONPORT. HOUSE SURGEON (pre-registration 
post), vacant Ist December, 1955. 

Applications, stating age, nationality, qualifications, and 
experience, with names of 3 referees, to be sent to— 

ARTHUR R. Casu, Group Secretary. 

7, Nelson-gardens, Stoke, Plymouth. 

PLYMOUTH, SOUTH DEVON AND EAST CORNWALL 
GENERAL HOSPITAL GROUP. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL, PLYMOUTH. 

SENIOR HOUSE OFFICER in Anssthetics, vacant -imme- 
diately. Recognised for the D.A. and Fellowship. This appoint- 
ment will be for a period of 12 months. 

Locum SENIOR HOUSE OFFICER in Anesthetics, imme- 
diately, for indefinite period. 

Applications, stating age, nationality, qualifications, and 
experience, with names of 3 referees, to be sent to the under- 
signed as soon as possible. 

ARTHUR R. CasH, Group Secretary. 

7, Nelson-gardens, Stoke, Plymouth. 

PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. 
Royal Portsmouth Hospital (104 orthopedic and 70 
surgical beds) 

SENIOR HOUSE OFFICER (Orthopedic Department), 

vacant now 

HOUSE OFFICER (orthopedic), vacant now. 

Applications, stating age, experience and qualifications, 
together with names of 2 referees, should be forwarded as soon 
as possible to L. C. RoGErRs. 

35, Grove-road South, Southsea. 

READING. ROYAL BERKSHIRE HOSPITAL. (401 
Beds.) Applications are invited from registered medical practi- 
tioners, Male and Female, for the resident post of JUNIOR 
HOUSE SURGEON (gynecology), vacant Ist October, 1955, 
for 6 months. 

Write, stating age, qualifications with dates, nationality and 
present post, with copy of recent testimonial, to Secretary. 
REDHILL COUNTY HOSPITAL, Eariswood Common, 
REDHILL. HOUSE SURGEON (pre-registration post). Recog- 
nised for F.R.C.S., vacant 19th September, 1955. 

Apply to Group Secretary, Redhill Hospital Management 
ae Earlswood Mount, Redhill, Surrey (Redhill 3581, 

xt. 20) 
REDHILL, SURREY. EAST aged HOSPITAL, 
Shrewsbury-road. (139 Beds.) REDHILL GROUP HOSPITAL 
MANAGEMENT COMMITTEE. HOUSE SURGEON, pre-registration 
appointment. 

Apply to Hospital Secretary at above address, quoting 2 

referees. 
RHYL. ROYAL ALEXANDRA HOSPITAL. (138 Beds.) 
CLWYD AND DEESIDE HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the appointment of CASUALTY 
OFFICER (Senior House Officer grade) at the above Hospital. 
Post recognised for F.R.C.S. 

Applications, stating age, nationality, qualifications and 
experience, accompanied by copies of 2 recent testimonials, 
should be sent forthwith, to the Group Secretary, ‘‘ Rhianfa,’’ 
Russell-road, Rhyl. 

RHYMNEY AND SIRHOWY VALLEYS HOSPITAL 
MANAGEMENT COMMITTEE, 

HOUSE SURGEONS (pre-registration candidates if available) 
required (1 immediately and the other on 24th October) at 
Caerphilly District Hospital, near Cardiff (170 Beds—general 
surgery and medicine, orthopedic, gynrecology, ophthalmology, 
obstetrics, E.N.T.). Salary £425-£525, plus £50 special allowance. 
Married quarters available 24th October. 

HOUSE PHYSICIAN (pre-registration candidate if available) 
required in October at St. James Hospital, Tredegar, Mon. 
(near Cardiff and Newport). 160 Beds for acute medicine, 
obstetrics and geriatrics. Married quarters available. 

Apply, stating age, qualifications, &c., and the names of 2 
referees, to the Group Secretary, Rhymney and Sirhowy Valleys 
Hospital Management Committee, Central Offices, Caerphilly- 
road, Ystrad Mynach. 

ROCHDALE INFIRMARY. Whole-time Locum Surgical 
REGISTRAR (Resident Surgical Officer) required at once for 
approximately 2 months. Salary £17 10s. per week. 

Apply immediately to Group Secretary, Central Offices, 
Birch Hill Hospital, Rochdale, Lanes. 

ROCHFORD, ESSEX. GENERAL HOSPITAL. Required, 

Locum OBSTETRIC AND GYNACOLOGICAL REGISTRAR, 

« <q ing 16th September for a period in the first instance of 
weeks. 

Applications immediately to J. C. FIELD, Secretary. 
SCOTLAND. NORTHERN REGIONAL HOSPITAL 
BOARD. yn are invited for a NON-RESIDENT 
SENIOR REGISTRAR in Radiology with duties mainly at 
the Royal Northern Infirmary, and Raigmore Hospital, Inverness. 
Candidates should hold a Diploma in Radiology and have 
previous practical experience in diagnostic radiology 

Applications, on schedules to be obtained from the undersigned, 
should be submitted by Ist October, 1955. 

A. M. FRASER, M.D., 
Secretary and Administrative Medical Officer. 

Office of the Northern Regional Hospital Board, 

Raigmore, Inverness. 
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SALISBURY GENERAL HOSPITAL. Soptestsone 5 are 
invited for the appointment of RESIDENT HOUSE SURGEON! 
OBSTETRIC AND GYNASCOLOGICAL HOUSE SURGEON 
(recognised by R.C.O.G.) to run consecutively in this order from 
2nd November, 1955, for a period of 6 months in each post. 
The posts are open to pre- tration candidates 

Apply, enclos 2 recent references, to Group Secretary 

—7 Group ospital Management Cenaition, Odstock 
Hospital, Salisbury. 
SHEFFIELD. CITY GENERAL HOSPITAL. (642 Beds.) 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time RESIDENT 
or NON-RESIDENT CASUALTY REGISTRAR required. 
The successful candidate to reside at Hospital when “ on call.”’ 
Appointment for 1 year in first instance 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 26th September, 1955, giving age 
nationality, qualifications, present and previous appointments 
with dates, , naming 3 referees. 

SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
Applications are invited for the following posts :— 
(a) SENIOR REGISTRARS in General Medicine at the 
Royal Hospital (2 posts). 

(b eecttate REGISTRAR in General Surgery at the Royal 

ospit 

(e) SENIOR REGISTRAR to the E.N.T. 

Royal Infirmary. 

The above appointments are for 1 year in the first instance 
and will be reviewed annually. It has been agreed in principle 
between the Board of Governors of The United Sheffield Hos- 
pitals and the Sheffield Regional Hospital Board that the 
appointments, if extended to the full period of 4 years, will be 
divided, subject to satisfactory work and progress, between 
the above hospitals and hospitals in the Region. 

Closing date for applications, 30th September, 1955. 

(4) SENIOR on nye he y to the Orthopedic Department. 

Royal Hospital. Clos date 24th September. 
(e) OPHTHALMIC REGISTER AR case -resident), at the 
Royal Infirmary. Applications immediately 

In each case, applications stating age, qualifications and 

experience, with the names of 3 referees, should be sent to the 
Chief Administrative Officer, The United Sheffield Hospitals. 
West-street, Sheffield, 1. 
SHEFFIELD. WHARNCLIFFE HOSPITAL. (192 Beds.) 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time SURGICAL 
REGISTRAR required with duties also in Orthopedic Depart- 
a. Small flat available. Appointment for 1 year in first 
nstance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 26th September, 1955, giving age. 
nationality, qualifications, present and previous appointments 
with dates, naming Lm referees: 
SHREWSBURY. L SALOP INFIRMARY. (241 
Beds. ) ORTHOPADIC/ ACCIDENT HOUSE SURGEON 
(Senior House Officer). Successful ens will be allowed 
to attend for 2 days a month at the Robert Jones and Agnes 
Hunt Orthopedic Hospital, event vas for postgraduate uty. 
with the Consultant. Post recognise “under revised Fellowsh P 
regulations in respect of 6 months training required for the 
Final Fellowship cananination, n. 

Applications, with copy testimonials, to Group Secretary, 

Seoushery Hospital Group, Royal Salop Infirmary, Shrews- 

ury. 

SIDCUP AND SWANLEY HOSPITAL MANAGEMENT 
COMMITTER. SENIOR HOUSE OFFICER (casualty and 
orthopedic) required fo. Ist October, 1955. The first 3 months 
will be as Casualty Officer and the second 3 months in Ortho- 
peedic Department. The post is recognised under the Fellowship 
regulations as a of 6 months casualty training. Salary 
£745 p.a., less £150 p.a. residential emoluments. 

Applications, stating age, qualifications and experience. 
together with names and addresses of 2 referees, should be 
weed to the Secretary, Queen Mary’s Hospital, Sidcup, 
Cent. 

SKIPTON (near). GRASSINGTON HOSPITAL. Appli- 
cation invited for RESIDENT MEDICAL OFFICER at the 
above Hospital. Appointment is that of Senior House Officer or 
Junior Hospital Medical Officer, according to experience. The 
Hospital caters for tuberculous patients, men and women. 
This is a repeat advert, previous applicants need not re-apply. 
Apply to Medical Superintendent. 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
WINDSOR GROUP HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
OFFICER (casualty) required, 1 of 2, for busy Casualty Depart- 
ment. Experience provided in orthopedic and plastic cases. 

Applications, feces | age and qualifications together with 
copies of 2 testimonials, to Hospital Secretary. 

SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
Locum ANAESTHETIC REGISTRAR required 8th-—23rd 
October. 

Application, stating qualifications and experience, with names 

of 2 referees, to Hospital Secretary. 


SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
WINDSOR GROUP HOSPITAL MANAGEMENT COMMITTEE. Locum 
HOUSE OFFICER (casualty) required for post vacant 23rd 
September. Experience provided in orthopedic and plastic cases. 

Applications, stating age and qualifications, with copies of 2 
testimonials, to Hospital Secretary. 


ST. ALBANS CITY HOSPITAL, St. Albans, Hertfordshire. 
(384 Beds.) RESIDENT JUNIOR HOSPITAL MEDICAL 
OFFICER required for duties mainly in the G ological and 
Obstetrics — y ment of the above Hospital. Post tenable 
> 1 pose in the first instance. Hospital recognised for D.Obst. 

C.0.G. 

Applications to Group Secretary, Mid Herts Group Hospital 
Management Committee, Bleak House, Catherine-street, St. 
Albans, by 24th September, 1955. 
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ST. ALBANS CITY HOSPITAL, St. Albans, Hertfordshire. 
(384 Beds.) Locum Tenens JUNIOR HOSPITAL MEDICAL 
OFFICER (resident) required immediately for duties mainly 
in the Gynecological and Obstetrics Department of the above 
— Pending whole-time appointment. 

Applications to Group Secretary, Mid Herts Group Hospital 
Management Committee, Bleak House, Catherine-street, St. 

pans 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in Peediatrics to fill a vacancy in the 
approved trainee establishment at the Bromley, Kent, Group 
« hospitals, available on Ist December, 1955. The appointment 

ill be in accordance with the terms and conditions of service 
ot hospital medical and dental staffs (England and Wales), 
and will be for 1 year in the first instance. 

Applications, giving particulars of age, qualifications and 
experience, with relevant dates, together with the names and 
addresses of 2 re ferees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, W.1, not later than Ist October, 1955 
SOUTH EAST METROPOLITAN REGIONAL HOs- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in Chest Diseases to fill a vacancy 
in the approved trainee establishment at Preston Hall Hospital, 
British Legion Village, Maidstone, Kent. The appointment will 
be for work in gene ral tuberculosis and will provide experience 
with a major Surgical Unit and also at chest clinics. Candidates 
must have had good experience in general medicine and in the 
diagnosis and treatment of pulmonary tuberculosis in adults. 
The appointment will be in accordance with the terms and 
conditions of service of hospital medical and dental staffs 
(England and Wales), and will be for 1 year in the first instance. 

Applications, giving particulars of age, qualifications and 
experience, with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
+n Portland-place, London, W.1, not later than Ist October, 

55. 

SOUTH-WESTERN REGIONAL HOSPITAL BOARD. 
Locum Tenentes REGISTRARS. Applications are invited 
from registered medical practitioners for the following locum 
tenentes appointments : 

Registrar in Orthopedic and Traumatic Surgery based on the 
Gloucestershire Royal Hospital, Gloucester, for a period of several 
months from 4th October, 1955. 

Registrar in General Surgery based on Che Itenham General 
Hospital for 2—3 months from 4th October, 1955. 

Registrar in General Surgery based on the South Devon and 
East Cornwall Hospital, Plymouth, for 2-3 months commencing 
immediately. 

Applications, stating age, qualifications and experience, should 

be sent to the Secretary of the Regional Hospital Board, 
27, Tyndalls Park-road, Bristol, 8. 
SOUTH SOMERSET CLINICAL AREA. The Board of 
GOVERNORS OF THE UNITED BRISTOL HOSPITALS AND THE SOUTH- 
WESTERN REGIONAL HOSPITAL BOARD. Applications are invited 
by the above Boards from registered medical practitioners for 
the joint appointment of SENIOR REGISTRAR in Psychiatry. 
The appointment will be held for 1 year in the first instance, 
but may be renewed thereafter on an annual basis. The suc- 
cessful candidate will be appointed to work for the first year 
mainly at Tone Vale Hospital, near Taunton, which provides 
treatment in all types of psychiatric cases, including psychotic 
children, and all forms of modern treatment ; also attendance 
at outpatient psychiatric clinics and work in the Electro- 
encephalographic Department. He will also be required to 
visit other hospitals in the Clinical Area as determined by the 
Regional Board from time to time. A flat suitable for a married 
man or single quarters will be available in the Hospital. 

Applications, stating date of birth, qualifications and experi- 
ence, together with the names and addresses of 2 referees, 
should be sent to the Secretary of the Regional Hospital Board, 
He Tyndalls Park-road, Bristol, 8, not later than 30th September, 

vo. 





SOUTHPORT GENERAL INFIRMARY. (185 Beds.) 
JUNIOR HOSPITAL MEDICAL OFFICER (resident), whole- 
time casualty post vacant 5th October. 

Apply, stating age, qualifications, experience, and nationality, 
with 2 copy testimonials, to Group Secretary, Southport and 
District Hospital Management Committee, Promenade Hospital, 
Southport. 


SOUTHAMPTON GENERAL HOSPITAL. (471 Beds.) 
RESIDENT HOUSE PHYSICIAN required from beginning of 
October. Pre-registration candidates eligible. 

Applications, with copies of testimonials, should be forwarded 
as soon as possible to the Group Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 


SOUTHAMPTON. ROYAL SOUTH HANTS HOSPITAL 
(278 Beds) AND SOUTHAMPTON GENERAL HOSPITAL (471 Beds). 
SENIOR HOUSE OFFICER (E.N.T.) required immediately. 
This post is recognised for the F.R.C.S. (Eng.) and D.L.O. 

examinations and provides experience in all branches of E.N.T. 
work, including audiometry. The Group includes a diagnostic 
and distributing hearing-aid centre. 

Applications, with copies of recent testimonials, should be 

forwarded as soon as possible to the Secretary, Southampton 
Group Hospital Management Committee, Bullar-street, South- 
ampton. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOS- 
PITAL. (278 Beds. Recognised for F.R.C.S.) RESIDENT 
HOUSE SURGEON required mid-October. Pre-registration 
candidates eligible. 

Applications, with copies of testimonials, should be forwarded 
to the Secretary, Southampton Group Hospital Management 
Committee, Buliar- street, Southampton. 








SOUTHAMPTON. ROYAL SOUTH HANTS HOSPITAL. 
(Orthopedic Unit—100 Beds.) SOUTH WEST METROPOLITAN 
REGIONAL HOSPITAL BOARD: Applications are invi for the 
post of ORTHOPA.DIC REGISTRAR to a team of 3 Ortho- 
peedic Surgeons at the above Hospital. This Hospital is the 
centre to which all trauma cases from a large industrial town 
and port are directed, thus providing excellent experience in the 
treatment of traumatic conditions ; patients with orthopedic 
conditions are also drawn from a wide area. The successful 
candidate will be required to perform clinical duties at peripheral 
hospitals. The post, which becomes vacant in November, 
recognised for the Fellowship. 

Forms of application may be obtained from the undersigned, 
to whom they should be returned by 12th October, 1955. 

FRANK JENNINGS, Group Secretary 
Southampton Group Hospital Management Usenmntttes. 

Bullar-street, Southampton. 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
HOUSE OFFICER (medical) required. Post vacant October. 
Recognised pre-registration. 

Applications to Group Secretary, Hospital, Management 
Committee, Princes-road, Stoke-on-Trent, as soon as possible. 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
(845 Beds. Recognised for F.F.A. R.C.S. and D.A.)  8TOKE 
ON-TRENT HOSPITAL MANAGEMENT COMMITTEE. SENIOR HOUSE 
OFFICER in Anesthetics. Previous anesthetic experience 
desirable, but not essential. The post offers experience 
in anesthesia for all types of general surgery, thoracic, and 
cardiac surgery, including an Obstetric Unit of 60 Beds. Staff 
includes a Senior Registrar, who shares in emergency duties. 

Applic ations, with necessary details and copy testimonials, to 
the Group Secretary, Stoke-on-Trent Hospital Management 
Committee, Princes-road, Stoke-on-Trent. 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
HOUSE OFFICER (general surgery). 2 posts vacant shortly. 
Recognised F.R.C.S. and pre-registration. 

Applications to Group Secretary, Hospital Management 
Committee, Princes-road, Stoke-on-Trent. 


STOKE-ON-TRENT HOSPITAL MANAGEMENT COM- 
MITTEE. RESIDENT ASSISTANT CLINICAL PATHOL wre! wb 
to the Stoke-on-Trent Group of hospitals, vacant 

Single accommodation at’ North Staffs Royal Infirmary. The 
post is of Junior Hospital Medical Officer status, but applications 
from practitioners with less than the required 2 years qualification 
period will be considered, in the grade of Senior House Officer. 
The post offers exceptional experience in hospital laboratory 
work. Laboratory recognised for D.C.P. and Diploma in 
Pathology. 

Detailed application, with particulars of previous, appointments 
held (3 testimonials), to ORtok Secretary, Hospital Management 
Committee, Princes-road, Stoke-on-Trent, as soon as possible. — 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. HOUSE OFFICER (general surgery ), vacant 
shortly. Recognised F.R.C.S. and pre-registration. 

Applications to Group Secretary, Hospital Management 
Committee, Princes-road, Stoke-on-Trent. 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. (455 Beds.) SENIOR HOUSE OFFICER 
(ophthalmology) required. Recognised F.R.C.S. and D.O. 

Applications to Group Secretary. Hospital “Management 
Committee, Princes-road, Stoke-on-Trent. 
STOKE-ON-TRENT. STANFIELD SANATORIUM. 
(71 Beds—Tuberculosis.) JUNIOR HOSPITAL MEDICAL 
OFFICER required. Post vacant 30th September—Resident, 

Applications to Group Secretary, Hospital Management 
Committee, Princes-road, Stoke-on-Trent. 

STROUD GENERAL HOSPITAL, Stroud, Gloucester- 
SHIRE. SENIOR HOUSE OFFICER required mainly for 
surgery. Post, which is vacant Ist December, 1955, offers 
favourable experience -s" those wishing to enter General Practice. 

Applications, naming 2 referees, to the Hospital Secretary. 
SULLY HOSPITAL, 8Sull Penarth, Glamorganshire. 
oer HOUSE OFFIC aR (surgical) required at above 

ospital ; Thoracic Centre for South Wales. Experience 
aval ny) ‘in investigation and treatment of all lung and h 
diseases in adults and children 

Form of application from Group ye was Ag pam | Hospital 
Management Committee, 44, Cathedral 
SWANSEA. MOUNT PLEASANT weet TALS ~ (238 

Beds. ) GLANTAWE HOSPITAL MANAGEMENT se ay ag 
Registered medical practitioners are invited to apy ~ & for the 

resident appointment of JUNIOR HOSPITAL EDICAL 
OFFICER (Female) for work in the Medical and 8 
Departments, and in the Chronic Sick Wards of the above 
Hospital. 

Applications, stating age, experience, and qualifications, — 

copies of 2 recent testimonials, should be addressed to 
Hospital Secretary. 
SWINDON HOSPITAL GROUP. (507 Beds.) 7 obenee- 
tions are invited for the appointment of RESIDENT SENIOR 
HOUSE OFFICER as Casualty Officer and Orthopedic House 
Surgeon at Great Western Hospital, Swindon. Post rec d 
by R.C.S. for 6 months of years training under Fellowship 
regulations. Work of Accident and Orthopedic Department, 
associated with Wingfield-Morris Orthopedic Hospital, Oxford, 
includes large number of industrial injuries. Salary £745 p.a. 
less £145 p.a. for residential emoluments. 

Full details and names of 3 referees, to Secretary, 7, Okus-road, 
Swindon, as soon as possible. es 
TAPLOW, near MAIDENHEAD. CANADIAN RED 
CROSS MEMORIAL HOSPITAL. HOUSE PHYSICIAN required to 
Special Unit for research in juvenile rheumatism, vacant 10th 
October. Post offers scope for those interested in research, 
pee diatrics, rheumatology or cardiology. 

Applications, stating age, qualifications and experience, with 
copies of 2 testimonials, to Hospital Secretary. 
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TAUNTON AND SOMERSET HOSPITAL. Applications 
are invited for the post of HOUSE OFFICER (E.N.T.), vacant 
from Ist @ctober, 1955. Pre-registration appointment. 

Applications, stating age, nationality, and qualifications, 
together with the names of 2 referees, should be forwarded 
immediately to the Group Secretary, Taunton Hospital Manage- 
ment Committee, Taunton and Somerset Hospital, Musgrove 
Park Branch. 

TORQUAY. TORBAY HOSPITAL. Senior 
HOUSE OFFICER (medicine) required 18th October, 
There is a complement of 5 Resident House Officers. 

Applications, stating qualifications, age, nationality, with 

copies of testimonials (quoting Ref. F.955/61), to the Group 
Secretary, Torquay District Hospital Management Committee, 
Torbay Hospital, Torquay, 8S. Devon. 
TUNBRIDGE WELLS (near), PEMBURY HOSPITAL, 
PEMBURY, Applications invited for post of RESIDENT 
ANASSTHETIST (Senior House Officer). Post vacant Ist 
November, 1955, and tenable for 12 months in first instance, is 
recognised for D.A. and F.F.A.R.C.8. National Health Service 
salary, less £1560 for board and lodging, &c. 

Apply to Group Secretary, Tunbridge Wells Group Hospital 
Management Committee, Sherwood Park, Pembury-road, 
Tunbridge Wells. 

VENTNOR, I.W. ROYAL NATIONAL HOSPITAL FOR 
DISEASES OF THE CHEST. (249 Beds.) Required, JUNIOR 
HOSPITAL MEDICAL OFFICER or SENIOR HOUSE 
OFFICER (resident post). Hospital has all facilities for major 
thoracic surgery. 

Applications, 
Superintendent. 
WAKEFIELD. PINDERFIELDS GENERAL HOSPITAL. 
Anptootions invited for appointment of JUNIOR HOSPITAL 
MEDICAL OFFICER for the Leeds Regional Thoracic Centre 
(59 Beds) at Pinderfields General Hospital: The Centre deals 
with thoracic and upper abdominal surgery in association with 
the Thoracic Consultants of the General Infirmary at Leeds. 
Salary scale £775-£50-£1075 p.a., less a charge of £155 for board, 
lodging, &c. 

Address written applications with full particulars and 2 
names and addresses for reference to— 

W. BowRIno, Group Secretary. 

Victoria Chambers, Wood-street, Wakefield. 
WARRINGTON INFIRMARY. (172 Beds.) Applications 
are invited for a vacancy at the above Hospital fora RESIDENT 
HOUSE SURGEON (Male or Female). Recognised for pre- 
registration. Salary will be £425-—£525 p.a., less a deduction 
of £125 for full residential emoluments. 

Applications should be sent to 

1. L. Boor, Group Secretary, 

Warrington and District Hospital Management Committee. 

c/o, General Hospital, Warrington, Lancashire. 
WARWICK HOSPITAL. Locum Surgical 
required at above Hospital for period 3rd—30th 
£17 10s. — week. 

Apply immediately to Hospital Secretary (Tel. Warwick 1121). 
WATFORD CHEST CLINIC. North West Metropolitan 
REGIONAL HOSPITAL BOARD. Applications invited for the post 
(vacant 3ist October) of REGISTRAR at Watford Chest Clinic, 
Peace Memorial Hospital, Watford, to include duties on the 
tuberculosis wards (65 Beds) of the associated hospitals. This 
is a new Chest Clinic. A car is necessary—usual allowances 
paid. Experience of refill techniques essential, sanatorium 
experience desirable. Applicants invited to visit the Clinic and 
should contact the Physician-in-charge. 

Application form obtainable from, and returnable to, the 

Secretary, West Herts Group Hospital Management Committee, 
9, Rickmansworth-road, Watford, by not later than 10 days 
after the appearance of this advertisement. 
WATFORD HOSPITALS. North West Metro- 
POLITAN REGIONAL HOSPITAL BOARD. ANACSTHETIC REGIS- 
TRAR (resident) required for the above Hospitals. Post vacant 
immediately. 

Application forms obtainable from, and returnable to, Secre- 

tary, West Herts Group Hospital Management Committee, 9, 
Rickmansworth-road, Watford, Herts, by not later than 10 
days after the appearance of this advertisement. 
WELSH REGIONAL HOSPITAL BOARD. Registrar 
in Ophthalmology to serve Glantawe Hospital Management 
Committee. Based at Lianelly Hospital (24 ophthalmic beds), 
expected to serve other hospitals in Group. Non-resident. 
Subject to review end of first year. 

Application forms from Senior Administrative Medical Officer, 
Temple of Peace, Cathays Park, Cardiff, within 14 days, 
WEST BROMWICH AND DISTRICT GENERAL HOS- 
PITAL. (144 Beds.) HOUSE SURGEON (pre-registration) 
vacant Ist October, 1955. 

Applications, with 3 recent testimonials, to Group Secretary, 
West Bromwich and District Hospital Management Committee, 
Edward-street, West Bromwich. 


WEST BROMWICH AND DISTRICT GENERAL HOS- 
PITAL. (144 Beds.) HOUSE PHYSICIAN, vacant Ist October, 
1955. Pre-registration. 

Applications, with 3 recent testimonials, to Group Secretary, 
West Bromwich and District Hospital Management Committee, 
Edward-street, West Bromwich. 


WIGAN AND LEIGH HOSPITAL MANAGEMENT 
COMMITTEE.  E.N.T. REGISTRAR (resident or non-resident) 
with main duties at Wigan Infirmary. Recognised D.L.O. 
Post vacant Ist October. 

Applications to Secretary, Wigan Infirmary, Wigan. 
WIGAN. ROYAL ALBERT EDWARD INFIRMARY. 
(200 Beds.) SENIOR HOUSE OFFICER in Orthopedic Surgery. 
Post vacant Ist October. 

Applications to Secretary, Wigan Infirmary. 


Resident 


1955. 


with names of 2 referees, to Physician- 


Registrar 
October. 
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WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (315 Beds.) SENIOR HOUSE OFFICER (orthopedics) 
required. Post recognised F.R.C.S. Wide experience available 
under Area Orthopedic team. Appointment for 6 months in 
first instance. Vacant immediately. 

Applications, with copies of 2 testimonials, to the Secretary. 
WOLVERHAMPTON GROUP. 

The Royal Hospital (an Associated Hospital of the 
University of Birmingham Medical School) 

SENIOR HOUSE OFFICER or HOUSE OFFICER (Fracture 

and Orthopeedic Department), vacant now. 
New Cross Hospital 

HOUSE OFFICER (general surgery), 
registration post. 

Apply, with copies of testimonials, to Secretary, The Royal 

Hospital, Wolverhampton. 
WORCESTER (near). POWICK HOSPITAL. Applica- 
tions are invited for the post of JUNIOR HOSPITAL MEDICAL 
OFFICER (resident or non-resident). The post offers experience 
in all branches of psychiatry, includirg all forms of modern 
treatment and outpatient clinics. The Hospital has a high- 
admission rate, is recognised for the D.P.M., and has associated 
Child Guidance Clinics and a Mental Deficiency Institute 
similarly recognised. Arrangements are made for Medical Officers 
to attend at the Birmingham Medical School for instruction 
in neurology. 

Applications, with full details and the names of 2 referees, to 
be forwarded to the Medical Superintendent. Sa 
WORCESTER. RONKSWOOD HOSPITAL. (300 Beds.) 
Applications invited for post of HOUSE SURGEON (Senigr 
House Officer) in General Surgery. 

Applications, with copies of testimonials, to the Hospital 
Secretary. Lib. Si ae 5 ee 
WORCESTER. RONKSWOOD HOSPITAL. (300 Beds.) 


vacant now Pre- 


yt TSG invited for post of Pre-registration HOUSE 
SURGEON in General Surgery. 
Applications, with copies of testimonials, to the Hospital 


Secretary. we a er er st 
WORTHING HOSPITAL, Lyndhurst-road, Worthing. 
WORTHING GROUP HOSPITAL MANAGEMENT COMMITTEE. Locum 
RESIDENT SURGICAL REGISTRAR required from 28th 
September to 12th November, 1955, whilst present holder is 
away on a course. F.R.C.S. qualification desirable. Salary at 
the rate of £17 10s. per week. ‘ 

Applications giving details of age, experience, and 
tions, together with copy testimonials to be forwarde 
Hospital Secretary immediately. 

A. V. Oakton, Group Secretary. 
WREXHAM. MAELOR GENERAL HOSPITAL. (591 
Beds.) Applications are invited for the post of HOUSE 
SURGEON at the above Hospital, to commence duties 
immediately. The oa is recognised for the Diploma 
of F.R.C.S, (Eng. and Edin.) and is a pre- tration post. 

Applications, stating age, nationality, qualifications and 
experience, with copies of 2 recent testimonials, to be sent to the 
— Maclor General Hospital, Wrexham, as soon as 

e. 
DUBLIN. DR. STEEVENS’ HOSPITAL. Applications 
are invited from qualified practitioners for the position of 
MEDICAL REGISTRAR to the Hospital. Each candidate 
should state his age and furnish full particulars of his qualifi- 
cations and experience. The appointment shall be for 1 year 
from Ist December, 1955, and the appointee shall be responsible 
for intern and extern patients. The salary will be £400 p.a., 
non-resident. 

Applications should reach the Honorary Secretary, the 
Medical Committee on or before 17th October, 1955. —_ 
NORTHERN IRELAND HOSPITALS AUTHORITY. 
Applications are invited for a whole-time post as REGISTRAR 
in iotherapy at the Radiotherapy Centre, Northern Ireland 
Fever Hospital, Belfast. The terms and conditions will be in 
accordance with the Authority’s application of the Spens report 
to Northern Ireland. ‘ 

Applications to be made on a form obtainable (with further 
particulars) from the Secretary, Northern Ireland Hospitals 
Authority, 44-46, Queen-street, Belfast, and to be returned 
not later than 30th September, 1955. 


Public Appointments 


GOLD COAST LOCAL CIVIL SERVICE. Gold Coast 
MEDICAL SERVICE. PATHOLOGIST required by Ministry of 
Health, Gold Coast, to carry out routine duties of Clinical 
Pathologists including hematology, bacteriology, histopathology 
and biochemistry. He may be required to 7 out post-mortem 
examinations and other duties in connection with forensic 
medicine. Candidates must have had at least 2 years full-time 
approved laboratory experience since full registration. Appoint- 
ment is to the Gold Coast Civil Service on contract of 2 tours of 
18-24 months each in the first instance with gratuity (taxable) 
on satisfactory completion of service. Basic omer scale would 
be £1330-£2310 a year. Gratuity would be payable at the rate 
of £37 10s. for each completed 3 months of service. Candidates 
in the National Health Service may leave the National Health 
Service but retain their superannuation rights (up to a maximum 
stay of 6 years). Salary, in this case, would be in the scale 
£1055-£1850 a year, and the gen J 20% of the aggregate of 
salary. Starting-point in both salary scales is determined 
according to qualifications and experience. uarters when 
available are provided at rental not exceeding £120 p.a. Income- 
tax at local rates. Free passages provided for officer, wife, and 
up to 3 children under 13 years of age. Generous home leave 
is granted after each tour of 18-24 months. 

Application forms from Director of Recruitment, Colonial 
Office, Sanctuary Buildings, Great Smith-street, London, S.W.1 
(quoting reference No. BCD.117/13/010). 
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GOLD COAST LOCAL CIVIL SERVICE. Specialist 
PATHOLOGIST required by Ministry of Health, Gold Coast, 
to take charge of a laboratory and carry out the duties of his 
specialty. He will have plentiful opportunities for research and 
will be expected to interest himself in research work involving 
his specialty. He may be required to carry out post-mortem 
examinations and other duties in connection with forensic 
medicine and to adyise the Gold Coast Ministry on matters 
involving the Pathological Service in the Gold Coast. Candidates 
should hold a Diploma in Bacteriology (preferably) or in Clinical 
Pathology or, alternatively, a Doctorate in Medicine of London 
University in pathology, this qualification having been supple- 
mented by not less than 4 years approved full-time laboratory 
experience in the practice of bacteriology and/or pathology. 
Appointment would be to the Gold Coast Civil Service on con- 
tract for 2 tours of duty of from 18 to 24 months each in the first 
instance with gratuity on satisfactory completion of service. 
Basic salary scale would be £2400-—£2700 a year. Gratuity 
(taxable) would be payable at the rate of £37 10s. for each 
completed 3 months of service. A candidate in the National 
Health Service may leave the National Health Service but retain 
his superannuation rights (up to a maximum stay of 6 years). 
Salary, in this case, would be in the scale £1900—£2200 a year, 
and the gratuity 20% of the aggregate of salary. Starting point 
in both salary scales is determined according to qualifications 
and experience. Quarters when available are provided at rental 
not exceeding £150 p.a.; income-tax payable at local rates ; 
free passages ; generous home leave. 

Application forms from Director of Recruitment, Colonial 
Office, Sanctuary Buildings, Great Smith-street, London, 8.W.1 
(quoting reference No. BCD. 117/13/032). 

FACTORY DOCTORS. Factories Acts, 1937 and 1948. 
The following appointments as Appointed Factory Doctor are 
vacant. Apply to Chief Inspector of Factories, 19, St. James’s- 
square, London, 8.W.1. 

Latest date for receipt 


District County of applications 
DENNY +. STIRLING . . 18ST OCTOBER, 1955 


ASHBY-DE-LA-ZOUOH .. . . 18ST OCTOBER, 1955 
DULAIS VALLEY GLAMORGAN . . 18ST OCTOBER, 1955 
KESWICK _.. .. CUMBERLAND _ ..1ST OCTOBER, 1955 
NOTTINGHAMSHIRE COUNTY COUNCIL. Hucknall 
URBAN DISTRICT COUNCIL. Mixed appointment. Applications 
are invited from registered medical practitioners for the mixed 
whole-time appointment of ASSISTANT COUNTY MEDICAL 
OFFICER AND MEDICAL OFFICER OF HEALTH to the 
Hucknall Urban District. Applicants must have had at least 3 
years professional experience since qualifying, be experienced 
in the duties of Medical Officer of Health, School Medical Officer 
and the care of mothers and young children, and possess a 
Diploma in Public Health. Salaries are in accordance with 
Awards 2285, 2321, 2452 and 2565 of the Industrial Court for 
= Health Medical Officers holding mixed appointments, 
namely :— 

(a) Assistant County Medical Officers (32/44ths) £894 17s. 9d. 
—£39 15s. 5d.-£1093 15s. Od. (on scale £1125-£50-£1375 plus 
loading in accordance with Spens formula). 

(b) Medical Officer of Health (12/44ths) £484 8s. 8d.— 
£14 6s. 4d.-£€541 14s. 0d. (on scale £1676 5s. 0d.-£52 10s. 0d.— 
£1886 5s. Od. plus 12/44ths of £100). 

Application forms and conditions of appointment are obtain- 
able from my office and applications should reach me by 30th 
September, 1955. Canvassing disqualifies. 

A. R. Davis, Clerk of the County Council. 
_Shire Hall, Nottingham. 


HER MAJESTY’S OVERSEA SERVICE. Sierra Leone. 
MEDICAL OFFICERS are urgently required for general duties 
including hospital and district work in order to maintain existing 
standards of service to the public and to make possible much 
needed expansion. The appointments offer scope for the practice 
of many branches of medicine and surgery and carry a con- 
siderable measure of independence and personal responsibility. 
Arrangements exist for allowing private practice at the discretion 
of the Director of Medical Services. Candidates must possess 
medical qualifications registrable in the United Kingdom and 
have had at least 12 months postgraduate hospital experience. 

There is a permanent career for doctors entering the Sierra 
Leone Service, but short-term contracts are available. Alterna- 
tive methods of entry are as follows:— 

(a) on 3 years probation for permanent and pensionable 
employment with retiring age of between 45 and 55. Pensions 
(which are non-contributing) are at the rate of 1/600th of the 
final pensionable emoluments for each completed month of 
reckonable services. 

(6) from the National Health Service. Candidates may resign 
but retain their superannuation rights up to 6 years and receive 
a gratuity (taxable) of 20% of the aggregate of their salary. 

Salaries, including pensionable expatriation pay, for Officers 
under (a) and (6) range from £942 to £1850 a year, or 

(c) on short-term contract (2 tours of 18-24 months duration 
each) with inclusive salaries from £1068 to £2000 a year. On 
completion of contract a gratuity (taxable) is paid at the rate of 
nd 10s. for each completed period of 3 months service (including 
eave). 

Starting salaries are determined according to age, qualifications 
and experience. Opportunities exist for transfer and promotion 
to posts elsewhere in Her Majesty’s Oversea Service outside 
Sierra Leone. Quarters are normally available at low rental. 
Free passages in both directions are provided for officer, wife, 
and up to 2 children under the age of 10. Income-tax at local 
rates. Local leave is permissible and generous home leave is 
granted after each tour of 18-24 months duration. The short 
tours of service enable frequent visits to be made to children 
being educated at home. Many officers have their children with 
them until they reach school age. 

Application forms from the Director of Recruitment, Colonial 
Office, Sanctuary Buildings, Great Smith-street, London, 8.W.1 
(quoting reference No. BCD.117/15/02). 


LEICESTER 





HER MAJESTY’S OVERSEA CIVIL SERVICE. Medical 
BRANCH—NORTH BORNEO. MEDICAL OFFICER required in 
North Borneo for duties.including day-to-day general clinical 
work in tropical and other diseases, maternity and child welfare, 
promotion of public and rural health and sanitation, with a 
limited amount of routine administrative functions appertaining 
to the locality and/or hospital in which he is serving. In addition 
he may be called upon to perform emergency surgery and to 
attend to midwifery cases. He must also be prepared to travel 
to outlying places in the district to which he is posted. Appoint- 
ment will be on 3 years probation for permanent and pensionable 
employment or on short-term contract with gratuity (taxable) 
on completion of satisfactory service. Salary scale, including 
pensionable expatriation pay, ranges from $885 to $1460 a 
month (£1239-£2044 a year; 1 North Borneo dollar equals 
2s. 4d.). Starting salary depends upon age, qualifications, and 
experience. In addition, a cost-of-living allowance may also 
be payable, up to approximately £184 a year, and is determined 
by the officer’s salary and family circumstances ; it is subject 
to periodical revision. Private practice is not allowed but 
consultation is permitted in certain circumstances. Quarters 
are provided at low rental. Income-tax at local rates. Free 
passages in both directions are provided for officer, wife, and up 
to 3 children under 18 years of age. An education allowance is 
payable in lieu of the provision of free passages to North Borneo 
for dependent children of Officer (up to 2 in number) being 
educated outside the territory, the allowance is £70 a year 
for children between 8 and 12 years and £140 a year from 12 to 
18 years. Normal tour of service is from 30 to 36 months. Local 
leave is permissible and generous home leave is granted after 
each tour. Pension is earned at the rate of 1/600th of the final 
pensionable emoluments for each completed month of service. 
Candidates must possess medical qualifications registrable in 
the United Kingdom. 

Application forms can be obtained from the Director of 
Recruitment, Colonial Office, Sanctuary Buildings, Great 
Smith-street, London, S.W.1 (quoting reference No. BCD. 
1117/21/04). Ae Poe Ae 
HER MAJESTY’S OVERSEA CIVIL SERVICE. Somali- 
LAND PROTECTORATE. MEDICAL OFFICER required for 
general medical duties in Somaliland, including simple surgery 
and, if posted to Hargeisa, assistance with training of subordinate 
staff. Appointment can be made on a permanent basis with 
pension (non-contributory) at the age of 55 or on short-term 
contract with gratuity. Permanent officers have opportunities 
for transfer and promotion outside Somaliland. Salary scale 
ranges from £1116 to £1836 a year, plus a temporary (non- 
pensionable) cost-of-living allowance of 10% of salary subject 
to a maximum of £162 a year. Commencing salary is determined 
according to qualifications and experience. Pension is earned 
at the rate of 1/600th of final pensionable emoluments for each 
completed month of service. Furnished quarters are provided 
at low rental. Free passages provided in both directions for 
officer, wife, and up to 4 children under 18 years. There is, at 
present, no income-tax. Tour of service is 15-21 months, after 
which generous home leave is granted. Local leave is also 
granted. There is good riding throughout the country. There are 
also vacancies for Medical Officers for general duties in several 
other Oversea territories particularly in East and West Africa. 
Candidates must possess medical qualifications registrable in the 
U.K 





Application forms from Director of Recruitment, Colonial 
Office, Sanctuary Buildings, Great Smith-street, London, 8.W.1 
(quoting reference No. BCD 117/5/01) _ Bo 
BECHUANALAND PROTECTORATE. A Medical Officer 
with qualifications registrable in the United Kingdom is required 
to take charge of an Extra-Venereal Treponematosis campaign. 
Candidates should be single since the post will involve much 
travelling and field work. Tentage or caravan will be provided. 
Appointment will be on probation for the permanent and pension- 
able establishment. Salary scale from £940 to £1515 a year. 
A non-pensienable cost-of-living allowance of £56-£66 a year 
and a desert allowance of £150 a year are also payable. ree 
passages provided. 

Application forms may be obtained from the Director of 
Recruitment, Colonial Office, Sanctuary Buildings, Great Smith- 
street, London, 8.W.1 (quoting reference No. BCD. 117/76/02). 
MERIONETH COUNTY COUNCIL. Applications are 
invited for the post of ASSISTANT MEDICAL OFFICER 
OF HEALTH AND ASSISTANT SCHOOL MEDICAL OFFI- 
CER from registered Male or Female medical practitioners. The 
salary will be within the scale applicable to ‘‘ Assistant Medical 
Officers "’ as determined by the Award of the Industrial Court 
(i.e., £975-£50-£1375 p.a.), together with travelling and sub- 
sistence allowances according to the Council’s scale. Further 
particulars and application forms may be obtained from the 
County Medical Officer of Health, County Offices, Lombard- 
street, Dolgelley. 

Applications, accompanied by copies of 2 recent testimonials, 
and the name of 1 referee, should reach the undersigned not 
later than Friday, 30th September, 1955. 

D. W. JONES-WILLIAMS, Clerk of the County Council. 

County Offices, Penarlag, Dolgelley. Dia wa al reek | . 
SHEFFIELD. CITY OF SHEFFIELD EDUCATION 
COMMITTEE. Applications are invited from duly qualified medical 
practitioners (Men and Women) for appointment as SCHOOL 
MEDICAL OFFICER. Special consideration will be given to 
the applications of candidates who have had experience in the 
treatment of children. Possession of the D.P.H. or D.C.H. 
qualification will be an advantage. 7 scale to be in accord- 
ance with the Whitley Councils for the Health Services (Great 
Britain) Medica] Council, Committee *“* C.’”’ Superannuable post. 
Subject to satisfactory medical examination. 

Application forms and particulars of the appointment may 
be obtained from the Director of Education, Education Office 
P.O. Box 67, Leopold-street, Sheffield, 1, and should be returned 
5 STANLEY MOFFETT, 


not later than 8th October, 1955. 
Director of Education. 
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LINTSHIRE COUNTY COUNCIL. Assistant Medical 
OFFIC ER (Male or Female). Salary £975-£1375. Applicants 
should be qualified and registered medical practitioners. Posses- 
sion of D.P.H., D.C.H., &c., an advantage. Duties mainly with 
Maternity, Child Welfare and School Health Services but 
opportunity given for experience in all branches. Previous local 
authority experience may be considered in assessing commencing 
salary. The post is superannuable. Car and subsistence allowance 
payable. 

Application form from the Clerk of the County Council, P.O. 
os No. 1, County Buildings, Mold. Closing date 30th September, 
1955. 


ROTHERHAM. COUNTY BOROUGH OF ROTHERHAM. 
HEALTH DEPARTMENT. Applications are invited from registered 
medical practitioners for the appointment of ASSISTANT 
MEDICAL OFFICER OF HEALTH AND SCHOOL MEDICAL 
OFFICER at a salary within the scale £975-£50-£1375. The 
duties will chiefly concern School Health and Child Welfare 
Services. 

Forms of application and conditions of appointment may be 
obtained from the Medica] Officer of Health, Municipal Offices, 
Rotherham, and must be returned to the undersigned, endorsed 
“ Assistant Medical Officer,”’ not later than 28th September, 
1955. Canvassing will CEES 

Municipal Offices, Rotherham. 

SUDAN GOVERNMENT. The Ministry of Health, Sudan 
Government, invites applications for the following posts :— 

MEDICAL PATHOLOGIST. Candidates must have Honours 
Degree and must be fully literate in either Arabie or English. 
Age limits 22-45 years. Salary range from £E1750 to £E2330 
p.a. (for Junior Specialist) or a fixed salary of ££2500 p.a. 
(for Specialist ). 

BACTERIOLOGIST. Candidates should have specialist 
experience in bacteriology, and in a reputed Institute. Salary 
range from £E1750 to £E£2330 p.a. (for Junior Specialist) or 
a fixed salary of ££2500 p.a. (for Specialist). 

Male SPECIALIST, PHYSICIANS, SURGEONS AND 
GYNASCOLOGIST. Candidates must possess adequate pro- 
fessional wees for the type of — viz., M.R.C.P., 

-R.C.8., or M.R.C.O.G., or internationally recognised equiva- 
lents. Age should be 28-43. Salary range £E£1750-£E2330 p.a. 
(for Junior Specialists) or fixed rate of £E2500 p.a. (for 
Specialists). 

Candidates for these posts may apply for secondment from 
the National Health Service for a period of up to 3 years under 
the terms of circular letter No. RHB/(52)106BG(52)101 of 
30th September, 1952. 

All the above appointments will be on short-term contracts 
for a period of up to 5 years and starting rates of pay will be 
determined according to age, experience and qualifications. 
In certain cases a cost-of-living allowance is also payable at 
present. A bonus of 1 months salary for each year of service, 
subject to a maximum of 6 months pay is payable on satisfactory 
completion of the contract. Outfit allowance of £E50 is payable 
when the contract is signed. Free passage on appointment. 
Annual leave after the first tour. 

Further particulars and application form will be sent on 
application to Dr. E. P. Pratt, Consultant Physician to the 
Sudan Government, 93, Harley-street, London, W.1. Please 
quote the appointment concerned and give name and address 
in block letters. 


OHN 8S. WALL, Town Clerk. 





General Practice 


For an Executive Council post ga and Wales) spply on aie E.C.16a 
obtainable from the council. Mark envelope ** 





BIRMINGHAM, SHELDON. 
VACANCY (urban) due to death. List approximately 1800. 
Residence /surgery and branch surgery may be available. Apply 
on Form E. C.16a4 not later than 30th September, 1955, to— 
K. F. G. Day, Clerk of Birmingham Executive Council. 
Sutton New -road, Erdington, Birmingham, 23. 
CRAWLEY, SUSSEX. Medical Vacancy. Present list 1200. 
Residential and omery accommodation available for purchase. 
Practice is in rapidly expanding development area, and appli- 
cants must be active and energetic. Further details on request. 
Applications on Form E.C.16a to the Clerk, West Sussex 
Executive Council, 175, Broyle-road, Chichester, Sussex, before 
4th October, 1955. : ; 
KIRK SANDALL, YORKSHIRE. Applications are invited 
for a General Medical Practice in industrial area. List at present 
2049 including 90 patients resident in the Doncaster area. 
House and surgery probably available at rental. Retiring doctor 
also holds an attractive factory appointment which will probably 
be offered to the successor. Apply on form E.C.16a to the 
undersigned, from whom forms and further particulars may be 
obtained. Closing date for applications 24th September, 1955. 
C. H. STABLER, Clerk. West Riding Executive Council. 
5, St. John’s-north, Wakefield, Yorks. 
MANCHESTER. Applications invited from doctors 
wishing to undertake General Medical Services in Manchester. 
The list of the resigning doctor is approximately 1500 and it is 
understood that the residence (and surgery) will be available 
to successor. Applications, on Form E.C.164 (obtainable from 
address below), must be received by undersigned not later than 
30th September, 1955. H. Guiass, Clerk of the Council. 
Ardwick Town Hall, Ardwick Green North, Manchester, 12. 
WEST WICKHAM, KENT. Applications invited for 
VACANCY (urban). List at present approximately 2460. 
Residence and surgery available. Apply on Form E.C.16A before 
Ist October, 1955, to F. MILEs, Clerk, 
Kent and C ‘anterbury Executive Council. 
11, Station-road, Maidstone. 


Applications invited for 





DERBY. Applications invited’for Vacancy (urban). List 

at present approximately 1850. Residence and surgery available 

on a rental basis. Apply on Form E.C.16a before 26th September, 

1955, to G. W. FREcKIETON, Clerk, Derby Executive Council. 
118, Osmaston-road, Derby. 


Hospital Services : Non-Medical Appointments 


CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
ASSISTANT MEDICAL ARTIST (part-time appointment, 
pa er area 3 days weekly). Salary according to age and 








experience jood art training essential and some experience in 
medical art preferable. 
Applications, with full details of previous training and 


experience, to Medical Director by 24th September, 1955. 
MANCHESTER. ROYAL MANCHESTER CHILDREN’S 
HOSPITAL, PENDLEBURY, hear MANCHESTER. SALFORD HOS- 
PITAL MANAGEMENT COMMITTEE. BIOCHEMIST, University 
Graduate or équivalent qualification required. The success 
candidate should have had 2 years experience in a hospital 
laboratory, but consideration will be given to recently qualified 
candidates. Duties consist of routine and more advanced bio- 
chemical techniques. Salary and conditions of service according 
to Whitley Council. 

Applications with names for reference to be forwarded within 
14 days to the Hospital Secretary. 


Miscellaneous 


To non-professional posts the Notification of Vacancies Order 1952 applies 


Applications invited from medical practitioners of Britigh 
nationality with qualifications registered in U.K. for post ‘of 
Medical fficer to exploration unit of major oil company 
operating in British West Africa. Candidates aged 28-35 and 
willing to undertake pioneer general medical work ; must have 
held House appointment: knowledge tropical diseases an 
advantage. Prospect of permanent career to suitable candidate. 
Starting gross emoluments not less than £2140 p.a. First-class 
return fare. First contract 2 years with 1 months leave mid-tour 
plus 3 months leave in U.K. on termination.—Write, giving age, 
marital state, qualifications, experience, and names of 3 referees 
or copies of 3 recent testimonials, to Box ZB.413, DEACON’s 
ADVERTISING, 36, Leadenhall-street, London, E.C.3. 

Medical Officer required by SBritish-owned Mining oe 
Company operating in Burma. Commencing salary 
allowances £150 per month plus free living genres, “aneident 
insurance and other benefits. 3-year eumanal, —Write, stating 
rer ” saan te &c., to Box L.977, c/o 191, Gresham House, 








The Ciba Foundation, London, founded for the > promotion 
of international coéperation in medical research (Trustees : 
Lord Adrian, Lord Beveridge, and Mr. Raymond Needham, 
Q.C.), seeks young man as Assistant to Director, from January, 
1956. A responsible post in administration in unusually pleasant 
environment. Candidates should hold a British University 
Degree, preferably in Science, should have facility in corre- 
spondenc e, and be methodical, dependable, and sociable. 
Knowledge of foreign languages desirable. Salary according 
to age and e ulars of education, 
subsequent career, and ‘other interests to the Solicitors to the 
Foundation, Messrs. SWEPSTONE, Watsu & Son, 3, Pump-court, 





A qualified Pharmacologiet is required for the Research 
Division of a company operating in the fields ef surgical dressings 
and pharmaceuticals. A University Degree and previous 
experience are necessary and intending applicants should 
between 25 and 35 years of age. This is a responsible position 
with work of a progressive character. Salary will be tee ace 
to qualifications, age and experience. —Write : The Personne 
Officer, SMITH & NEPHEW RESEARCH LTD., Hunsdon — 
tories, Ware, Herts. 

Biochemist. A vacancy for a Biochemist with “euporlence 
in the chemistry of proteins exists in a aS engaged 
work on human plasma.— Write, stating age, qualifications, and 
experience, to the Secretary, LISTER INSTITUTE OF PREVENTIVE 
MEDICINE, Elst Herts. 

Secretary, 28, seeks responsible post in London. 7 years 
experience in teaching hospital. Efficient stenographer, good 
knowledge of medical and surgical terms.—Address, No. 163, 
Tue Lancet Office, 7, Adam-street, Adelphi, London, W.C.2. 
Felixstowe, Suffolk, detached and superior doctor’s resi- 
dence with vacant possession for sale by auction.—Particulars of 
R. J. GIRLING, A.R.1.C.8., Hamilton Hall, Felixstowe (phone 69). 
Would anyone interested in commencing Diagnostic 
Clinie in ondon communicate with—Address, o. 162, 
THe LANCET Office, 7, Adam-street, Adelphi, London, W.C.2. 
“ Pregnancy Diagnosis by the Xenopus Method,” 24-hour 
service. Send specimen of urine and #1 Is. fee. Hematology, 
Biochemistry, Flame Photometry.—WELBECK BIOLOGICAL 
LABORATORIES, 26, Park-crescent, Portland-place, W.1 
(MUSeum 5386-7). “d 
Applicants for posts requiring testimoniais copied ‘or 
duplicated should communicate with MANTON SECRETARIAL 
SERVICE LTtp., 98, Victoria-street, S.W.1 (Phone: VICtoria 
0141), who are specialists in this kind of work. 














Microscopes. Highest prices paid for good modern types. 


Send or bring your equipment for valuation.— WALLACE HEATON 
Ltp., 127, New Bond-street, ol. 

hustta: A. 30, A.40, A.50, and A.90 Models. Limited number 
of orders now acceptable from proven essential users for delivery 
ahead.—Demonstrations, brochures, easy terms, application 
forms on request from H. A. SAUNDERS LIMITED, Austin House, 
140-144, Golders Green-road, Golders Green, London, N.W.11. 
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ccmis and therapeutically reliable 
the ‘Eskacillin’ range provides the simplest answer whenever liquid oral penicillin 
is indicated—whatever the dosage. Selection is easy—in each case the 
number which follows the name ‘Eskacillin’ equals thousands of international 


units per standard medical teaspoonful’. One word—‘ Eskacillin’ —embraces 


100 
ESKACILLIN | 200 
1. 1-fl. dr. —3.5 ml. 300 


For cost to N.H.S., see latest M. & fF. list sent out Fuly, 1955 


the whole field of liquid oral penicillin therapy. 


AN SMITH KLINE & FRENCH INTERNATIONAL CO. 
represented by Menley & James, Limited, Coldharbour Lane, London, S.E.5 Tel: BRixton 785! 


‘ Eskacillin’ is a registered trade mark 
ECP85 
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ETHIOPIAN AMULET 


Depicted in this ancient drawing is the Cross 
of the Divine Face. To the left is a cross 
drawn on a cross-shaped background. Below 
are 15 panels of 4 eyes, pairs of eyes and 
crosses. This amulet was regarded as a 

very special protection against attacks 

of the Evil Eye. 


ERYTHROCIN 
Abtoit 
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NOW, Abbott’s selective acting antibiotic ERY THROCIN 

is prescribed for specific therapy against cocci infections. It 

is less likely to alter normal intestinal flora than most other 
widely used antibiotics; gastrointestinal disturbances 

are rare; no serious side effects reported. ERY THROCIN Filmtabd 
coating provides faster drug absorption and earlier blood 

levels. Thus your patient has high blood concentrations of 
ERYTHROOIN within 2 hours. Peak levels at 4 hours and 
significant concentrations for 8 hours. Consider ERYTHROCIN 
against staphylococci, streptococci and pneumococci even 
when patients are allergic to other antibiotics or when the 
organism is resistant. ERY THROCIN 100 and 200 mg. Filmtabs 
are available in bottles of 25 and 100. For children 60 cc. bottles 


of ready-to-use Oral Suspension. 


(ERYTHROMYCIN STEARATE ABBOTT) 





ABBOTT LABORATORIES LTD - PERIVALE - GREENFORD - MIDDLESEX 














